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SUBJECT: Wisconsin Medicaid Speech and Language Pathology Handbook

The Division of Health Care Financing is pleased to provide you with a copy of the new
Wisconsin Medicaid Speech and Language Pathology Handbook.

The Speech and Language Pathology Handbook incorporates all current Wisconsin Medicaid
speech and language pathology information into a single reference source. This handbook

replaces most prior speech and language pathology publications including Part O, Speech and
Hearing Services Handbook (see below for a list of publications that this handbook replaces).

This handbook does not replace the All-Provider Handbook and all-provider Updates, the
Wisconsin Administrative Code or Wisconsin Statutes. Subsequent changes to speech and
language pathology policy will be published, first in Wisconsin Medicaid and BadgerCare
Updates, and later in Speech and Language Pathology Handbook revisions.

Additional Copies of Publications
All Updates and the Speech and Language Pathology Handbook can be downloaded from the
Medicaid Web site at www.dhfs.state.wi.us/medicaid).

We would like to thank everyone who reviewed this handbook.

Previous Medicaid Information
This handbook replaces the speech and language pathology information contained in the
following Updates:

MAPB-088-017-D.
MAPB-090-021-D.
95-25: “Therapy recoding procedures.”
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97-14: “Birth to 3 Agencies may pay Medicaid insurance liability in certain situations.”
October 1998: “Wisconsin Birth to 3 Program.”

August 1999: “Birth to 3 and natural environments.”

2000-19: “Clarification of Birth to 3 and the Individualized Family Service Plan.”
2000-24: “Prior authorization of maintenance therapy.”

2000-55: “Medicaid requirements for speech-language pathology providers and non-billing
performing providers.”

2000-60: “Prior authorization requests may now be faxed.”

May 2001: “Clarification of prior authorization fax procedures.”

2001-37: “Introducing the revised PA/TA.”

2001-44: “Therapy providers eligible for natural environment enhanced reimbursement when
providing services to children in the Birth to 3 Program.”



Important Telephone Numbers

WisconsnMedicad sEligibility Verification Sysem (EV S) isavail ablethrough thefollowing resources toverify
checkwriteinformation, damstatus, prior authorization satus, provider certification, and/or recipient digibility.

Service

Information
Available

Telephone Number

Hours

Automated Voice
Response (AVR)
System
(Computerized voice
response to provider
inquiries.)

Checkwrite Information
Claim Status

Prior Authorization
Status

Recipient Eligibility*

(800) 947-3544

(608) 221-4247
(Madison area)

24 hours a day/
7 days a week

Personal Computer
Software

and

Magnetic Stripe
Card Readers

Recipient Eligibility*

Refer to Provider
Resources section of
the All-Provider
Handbook for a list of
commercial eligibility
verification vendors.

24 hours a day/
7 days a week

Provider Services
(Correspondents
assist with
guestions.)

Checkwrite Information
Claim Status

Prior Authorization
Status

Provider Certification
Recipient Eligibility*

(800) 947-9627
(608) 221-9883

Policy/Billing and Eligibility:
8:30 a.m. - 4:30 p.m. (M, W-F)
9:30 a.m. - 4:30 p.m. (T)
Pharmacy:

8:30 a.m. - 6:00 p.m. (M, W-F)
9:30 a.m. - 6:00 p.m. (T)

Direct Information
Access Line with
Updates for
Providers
(Dial-Up)

(Software
communications
package and
modem.)

Checkwrite Information
Claim Status

Prior Authorization
Status

Recipient Eligibility*

Call (608) 221-4746
for more information.

7:00 a.m. - 6:00 p.m. (M-F)

Recipient Services
(Recipients or
persons calling on
behalf of recipients

only.)

Recipient Eligibility
Medicaid-Certified
Providers

General Medicaid
Information

(800) 362-3002
(608) 221-5720

7:00 a.m. - 5:00 p.m. (M-F)

*Please use the information exactly asit appears on the recipient’ sidentification card or the EV Sto complete the patient
information section on claimsand other documentation.

Recipient eigibility information available throughthe EV Sincludes:

» Datesof digibility.

»  Medicaid managed care program name and telephone number.

»  Privately purchased managed care or other commercial health insurance coverage.
e Medicare coverage.

e Lock-In Program status.

e Limited benefitinformation.
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Preface

The Wisconsin Medicaid and BadgerCare Speech and
Language Pathology Handbook isissued to speech-
language pathol ogistswho areWisconsin Medicaid
certified. It containsinformation that appliesto fee-
for-service Medicaid providers. The Medicaid
information inthe handbook appliesto both Medicaid
and BadgerCare.

Wisconsin Medicaid and BadgerCare are
administered by the Department of Health and Family
Services (DHFS). Within the DHFS, the Division of
Health Care Financing (DHCF) isdirectly responsible
for managing Wisconsin Medicaid and BadgerCare.
As of January 2003, BadgerCare extends Medicaid
coverageto uninsured children and parentswith
incomes at or below 185% of the federal poverty level
and who meet other program requirements.
BadgerCare recipients receive the same health
benefitsasWisconsin Medicaid recipientsand their
hedlth careis administered through the same ddlivery
system.

Medicaid and BadgerCare recipients enrolled in state-
contracted HMOs are entitled to at least the same
benefits as fee-for-service recipients; however,
HMOs may establish their own requirements
regarding prior authorization, billing, etc. If youarean
HMO network provider, contact your managed care
organi zation regarding itsrequirements. Information
contained inthisand other Medicaid publicationsis
used by the DHCF to resolve disputes regarding
covered benefitsthat cannot be handled internally by
HMOs under managed care arrangements.

Verifying Eligibility

Wisconsin Medicaid providersshould awaysverify a
recipient’sdligibility before providing services, bothto
determinedligibility for the current dateand to
discover any limitationsto the recipient’s coverage.
WisconsnMedicaid' sEligibility Verification System
(EVS) providesdigibility information that providers
can access a number of ways.

Refer to the Important Telephone Numbers page at
thebeginning of thissection for detailed information
onthemethodsof verifying digibility.

Handbook Organization

The Speech and Language Pathology Services
Handbook consistsof thefollowing sections:

¢ Generd Information and Covered Services.
¢ PriorAuthorization.
« ClamsSubmisson.

In addition to the Speech and L anguage Pathol ogy
ServicesHandbook, each Medicai d-certified provider
isissued acopy of theAll-Provider Handbook. The
All-Provider Handbook includesthefollowing
sections.

e ClamsSubmission.

e Coordination of Benefits.

e Covered and Noncovered Services.
e PriorAuthorization.

e Provider Cetification.

e Provider Resources.

*  Provider Rightsand Respongihilities.
¢ Recipient Rightsand Responsbilities.

Legal Framework of
Wisconsin Medicaid and
BadgerCare

Thefollowing lawsand regulations providethelegal
framework for Wisconsin Medicaid and BadgerCare:

Federal Law and Regulation

e Law: United States Socia Security Act; Title X1X
(42 US Code ss. 1396 and following) and Title
XXI.

* Regulation: Title42 CFR Parts430-498 — Public
Health.

Speech and Language Pathology Services Handbook — Prior Authorization & July 2003 3



Wisconsin Law and Regulation

e Law: Wisconsin Statutes; Sections49.43-49.499
and 49.665.

*  Regulation: WisconsnAdminigtrative Code,
Chapters HFS 101-108.

Handbooks and Wisconsin Medicaid and
Badger Care Updates further interpret and
implement these laws and regulations.

Handbooks and Updates, maximum allowable fee
schedules, helpful telephone numbers and addresses,
and much moreinformation about Wisconsin

4 wisconsin Medicaid and BadgerCare & July 2003

Medicaid and BadgerCare are available at the
followingWeb sites:

www.dhfs.state.wi.us/medicaid/
www.dhfs.state.wi.us/badgercare/.

Medicaid Fiscal Agent

The DHFS contracts with afiscal agent, whichis
currently EDS.



Providers need PA
for certain
specified services
before they are
provided.

Prior Authorization Requirements

According to HFS 107.02(3)(b), Wis. Admin.
Code, prior authorization (PA) procedures are
designedto:

» Safeguard against unnecessary or
inappropriate care and services.

* Safeguard against excess payment.

* Assessthequality and timeliness of
services.

* Determineif lessexpensive dternative
care, services, or supplies are usable.

*  Promote the mogt effective and
appropriate use of available servicesand
facilities.

e Curtail misutilization practicesof providers
andrecipients.

Asnoted in HFS 107.18(2)(b), Wis. Admin.
Code, PA isrequired for speech and language
pathology (SLP) services after arecipient
exceeds the alowed threshold of treatment
days, as specified under “When Wisconsin
Medicaid Requires Spell of [lInessApproval”
inthis chapter, or under special circumstances.
Note:  Prior authorization requirements
outlinedin thissection do not apply to
SLP services provided by home hedlth
agenciesor inpatient hospitals. Refer
to the Private Duty Nursing and
Home Health Services Handbook or
the Hospital Handbook for more
information.

Providers need PA for certain specified
services before they are provided. Wisconsin
Medicaid does not reimburse providersfor
services provided either before the grant date
or after the expiration date indicated on the
approved Prior Authorization Request Form
(PA/RF). If the provider delivers a service
either before the grant date or after the
expiration date of an approved PA, or provides
aservicethat requires PA without obtaining
PA, the provider is responsible for the cost of

the service. Providers may not bill the
recipient.

Prior authorization does not guarantee
payment. Provider and recipient eligibility on
the date of service, aswel asal other
Medicaid requirements, must be met in order
for Wisconsin Medicaid to reimburse the claim.

Refer to the Prior Authorization section of the
All-Provider Handbook for information on the
following PA situations:

e Amending approved or modified PA
requests.

e  Apped procedures.

* HealthCheck “Other Services.”

*  Prior authorization for out-of-state
providers.

*  Recipientlossof digibility midway through
treatment.

* Retroactiveauthorization.

e Circumstances under which a provider
may charge arecipient for services that
are not approved by Wisconsin Medicaid.

*  Supporting materias.

*  Transferring authorization.

Types of Authorization
Requests

Therapy providers have three options for
seeking authorization:

* Requesting PA by submitting a PA/RF
with aPrior Authorization Therapy
Attachment (PA/TA).

*  Requesting spell of illness(SOI) approval
by submitting a PA/RF with a Prior
Authorization Spell of llInessAttachment
(PA/SOIA).

* Requesting PA by submitting a PA/RF
withaPrior Authorization Birthto 3
Therapy Attachment (PA/B3).

Speech and Language Pathology Services Handbook — Prior Authorization ¢ July 2003 5
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Refer to the Prior Authorization Submission
chapter of this section for moreinformation on
the PA/RF, PA/TA, PA/B3, and PA/SOIA.

When Wisconsin Medicaid
Requires Prior Authorization

Wisconsin Medicaid requires PA for SLP
servicesunder thefollowing circumstances:

*  Speech and language pathology services
received in excess of thefirst 35 treatment
days, regardless of the provider or the
payment source, per HFS 107.18(2)(b)
and 107.18(2)(g), Wis. Admin. Code.

*  Starting with thefirst day of trestment for
specia circumstances, including:

V' Cotreatment (interdisciplinary
treatment).

Vv Unlisted (nonspecific) procedures, as
noted in thishandbook or subsequent
Wisconsin Medicaid and
BadgerCare Updates.

vV Proceduresthat alwaysrequireinitia
PA, as noted in this handbook or
subsequent Updates as requiring PA.

V' Certain conditionsnever qualify for an
SO, such as decubitus ulcers and
mental retardation.

When Wisconsin Medicaid
Requires Spell of lliness Approval

Providers are required to obtain approval from
Wisconsin Medicaid for anew SOI, with the
exception of the recipient’sfirst SOI.* As
specifiedin HFS 107.18(2) and 101.03(167),
Wis. Admin. Code, an SOI beginswith thefirst
day of treatment or eval uation following the
onset of anew disease, injury, medical
condition, or increased severity of apre-
existingmedical condition. In such cases,
treatment is required because the recipient:

» Hasincurred ademongtrated functional
lossof ahility to performdaily living skills
and there is measurable evidence to
supportthis.

» Hasthe potential to achieve hisor her
previouslevel of functiond ability.

* Arecipient'sfirst SOl isthefirst time
therecipient requirestherapy in hisor
her lifetime. Therecipient’sfirst SOl in
hisor her lifetime does not need prior
approval for payment of medically
necessary services. After the first SOI,
additional SOlsrequireapproval for
payment by submitting a PA/SOIA and
the PA/RF. Submission of the PA/TA
isrequired for SLP therapy services
that exceed 35 treatment days.

Duration of a Spell of lliness

Asdgated in HFS 107.18(2)(d), Wis. Admin.
Code, up to 35 treatment days are allowed per
SOI. The 35 treatment daysinclude al of the
following: As stated in HFS
107.18(2)(d), Wis.

e Evaudions. Admin. Code, up to

»  Treatment days covered by Medicare or 35 treatment days
hedlthinsurance. are allowed per
e Treatment days provided by another SOl

provider inany setting.

Unused treatment days from one SOI cannot
be carried over into a new SOI. When anew
authorized SOI occurs within the current SOI,
the old (current) SOI stops, and a new SOI
begins. The new authorized SOI has 35
treatment days.

Asnoted in HFS 107.18(2)(d), Wis. Admin.
Code, an SOI endswhen the recipient’s
condition improves so that the services of a
speech-language pathol ogist are no longer
required or after 35 treatment days, whichever
comes first.

Prior Authorization Versus Spell of
Iliness Approval

Speech and language pathol ogy providers may
always choose to request PA instead of SOI
approval. For instance, a provider may request
PA instead of SOI approva when treating an
acute onset of a condition, such asa stroke.
However, Wisconsin Medicaid will not approve
an SOI request when PA is necessary.

6 Wisconsin Medicaid and BadgerCare & July 2003



Refer to Appendix
1 of this section
for a chart to help
providers
determine when a
request for SOI
approval is
appropriate and
when a request
for PAis
appropriate.

Providers are required to request PA (instead
of SOI approva) when any of thefollowing
aretrue:

* Therecipient has exceeded the 35
treatment days alowed per SOI.

* Therecipient’sconditionisnot acute or
recent.

e Therecipient’'scondition doesnot qualify
for an SOI. (Certain conditions never
qualify for an SOI, such as mental
retardation or decubitus ulcers.)

Speech and language pathology providersare
encouraged to request PA (rather than SO
approva) when:

e They arenot sureif therecipient has
received treatment from another provider
for the current SOI.

* Therecipient is expected to exceed the 35
treatment days alowed per SOI.

A request for SOI approval isonly appropriate
when both of the following aretrue, per HFS
107.18(2)(a), Wis. Admin. Code:

e Therecipient hasrecently lost the ability to
performdaily living skills, caused by anew
disease, injury, medical condition, or by
increased severity of apre-existing
medica condition.

* Therecipient displaysthepotentia to
achievethe skill level that he or she had
previoudy.

Refer to Appendix 1 of this section for a chart
to help providers determine when arequest for
SOl approval is appropriate and when a
request for PA is appropriate.

Prior Authorization for
Birth to 3 Program

For childreninthe Birth to 3 (B-3) Program,
WisconsnMedicad:

*  Requirestherapy providersto submit a PA
request only once per child, per therapy

type, per provider for therapy groups and
for independent therapy providers.

*  Requiresrehabilitation agenciesto submit
a PA request only once per child per
therapy type.

e Grants PA up to therecipient’sthird
birthday.

Qualifying for the Prior
Authorization for Birth to 3
Process

To qualify for submission of PA forms under
this process, all services must be provided by
Wisconsin Medi caid-certified therapistswho
are employed by, or under agreement with, a
B-3 agency to provide B-3 services. To qualify
for this process, the therapy services must be
prescribed by a physician and be one or both
of thefollowing:

*  ProvidedinconjunctionwiththeB-3initial
evaluation and assessment in accordance
with HFS 90, Wis. Admin. Code, even if
the evaluation and assessment determines
thechildisnot eigiblefor B-3 services.

e ldentifiedintherecipient’sindividuaized
Family Service Plan (IFSP) and performed
at the same frequency, intensity, and
durationlisted inthe | FSP. Wisconsin
Medicaidwill not reimburse beyond the
frequency and duration specified inthe
prescription or the physician-signed plan of
care.

Situations That Do Not Qualify for the
Prior Authorization for Birth to 3 Process

Providers may not use the PA for B-3 process
and PA/B3for any of thefollowing:

e Children who are not being evaluated as
part of theinitial B-3 assessment.

e Childrenwho arenot participating inthe
B-3 Program.

e Servicesprovided by Wisconsin Medicaid
therapists who are not employed by or
under agreement with a B-3 agency to
provide B-3 services.

*  Sevicesnot identifiedinthe IFSP

Speech and Language Pathology Services Handbook — Prior Authorization ¢ July 2003 7
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»  Procedurecodesnot listed in Appendix 2
of thissection.
» Cotreatment services.

For situationsthat do not meet the criteriafor
the PA B-3 process, providers must follow
Wisconsin Medicaid's current PA process.
Refer to Appendix 2 of this section for a chart
of Current Procedural Terminology (CPT)
codes that may be performed when a B-3 PA
isapproved. Refer to Appendix 3 of this
section for guidelines on choosing the correct
PA form to submit. Refer to the rest of this
section for moreinformation on PA for
servicesto children not eigiblefor the B-3
Program.

When to Submit Information for
Prior Authorization for Birth to 3

Providers may use the PA/B3 in either of the
followingsituations:

» Twotofour weeksbeforethe child’sinitial
35 treatment days per discipline per SOI
have been used.

» Atany time once atherapy evaluation or
service has been initiated through the B-3
Program.

When Children Are Not Birth to 3
Program Participants

If achildisnot in the B-3 Program, please
refer to“ Prior Authorization Forms Required

for Speech and Language Pathology Services’

of the Prior Authorization Submission chapter
of thissection for instructionson PA
submission. Providers are required to
indicate on the PA/TA the reasons why the
child is not a B-3 Program participant.

Somechildren are not eigiblefor the B-3
Program. One example would be achild
without devel opmenta delayswho needs
therapy to recover from an accident or injury.

Providers are reminded that if they think a
childwill meet B-3 Program dligibility criteria,

they are required to refer that child to the
designated county B-3 Program within two
days of identification, per HFS 90.07(3)(b),
Wis. Admin. Code. Refer to the Generd
Information and Covered Services section of
thishandbook for moreinformation onthe B-3
Program, including eigibility criteriaand
contact information.

Special Circumstances
for Prior Authorization

Cotreatment (Interdisciplinary
Treatment)

Cotreatment is only approved under specific
and/or limited circumstances. Cotreatment
allowsfor two therapists of different therapy

Cotreatment is only
approved under

disciplinesto simultaneoudly treat arecipient ﬁﬁflfelzc and/or
and submit aclaim for the same time period. circumstances.

For example, if arecipient istreated by an
occupational therapist and a speech-language
pathologist from 1:00t0 2:00, both therapists
could submit aclaimtoWisconsin Medicaid for
one hour.

All cotreatment requires PA. Prior
authorization requests for cotreatment must
document both of thefollowing:

e Thaindividua treatment fromone
therapist does not provide maximum
benefit to the recipient.

e That two different therapies
simultaneoudy treating the recipient are
required.

Each of the providers (e.g., occupationa
therapist and physical therapist or occupational
therapi st and speech-language pathol ogi st)
involved in cotreatment must completea
separate PA/RF and submit the requests to be
processed at the same time. Providers may
either mail the requestsin the same envel ope
or fax the requests at the sametime.

8 wisconsin Medicaid and BadgerCare & July 2003



If two or more speech-
language pathologists
from different community
agencies or organizations
request dual treatment
for one recipient, each
provider must complete a
separate PA/RF and
submit the various
requests to be processed
at the same time.

In additionto completing therequired elements
on the PA/RF, each provider isrequired to
includethefallowing:

* A specific request for cotreatment.

*  Documentation of the medical necessity
for cotreatment.

e |dentification of the other cotreatment

provider type.

Multiple Speech-Language
Pathologists

If two or more speech-language pathologists
from different community agenciesor
organizations request dual treatment for one
recipient, each provider must completea
separate PA/RF and submit the various
requests to be processed at the same time.
Providers may either mail therequestsin the
same envelope or fax the requests at the same
time.

In additionto completing therequired elements
on the PA/RF, each provider isrequired to
includethefollowinginformation:

o A gpecific request for dua treatment.

»  Documentation of the medical necessity
for dua treatment.

»  Specific days of the week each provider
administers the service.

*  Procedures for the coordination of the
treatment plans.

»  Thespecific and unique contribution of
each therapigt.

Maintenance Therapy Services

Wisconsin Medicaidwill only consider aPA
request for maintenance therapy services
when oneor more of thefollowing conditions
are met:

e Theskillsand training of atherapist are
required to execute the entire preventive
and maintenance program.

»  Thespeciaized knowledge and judgement
of a gpeech-language pathologist are
required to establish and monitor the
therapy program.

»  When, dueto the severity or complexity of
therecipient’scondition, nursing personnel
cannot handle the recipient safely and
effectively.

Approving Maintenance Therapy
Services

PA requests for maintenance therapy services
may be approved when the therapist
documentsboth of thefollowing:

e Thattherecipient’sfunctional abilities
would not be maintai ned without therapy.

e That the skills of atherapist are required to
maintainaskill level.

When evaluating a PA request, specia
considerationisgiventothefollowing:

*  Wheretherecipientlives(e.g., nursing
home, group home, private residence).

*  Caregiversinvolved with therecipient.

* Theexercisesthat have been prescribed in
the home exercise program/preventive
maintenance plan (HEP/PMP).

* Thespecific functiona outcomes of the
HEP/PMP.

*  Who assists the recipient with the HEP/
PMP.

e What skillsand expertise thetherapist
bringsto the maintenance plan.

*  Theoutcome of intervention.

Thisinformation, incombinationwiththe
recipient’sdiagnosis, history, present level of
function, cognitive abilities, and thechronic/
progressive nature of the diagnosis/current
condition, etc., isevaluated to determine
whether or not the PA request for maintenance
therapy is approved. Each of these elements
should be clearly documented in the PA
request.

Execution of the Program

Prior authorization for maintenance services
may be requested and approved for any
frequency. In general, when maintenance
services are approved at a frequency of two
times per week, the therapist’s skillsand

Speech and Language Pathology Services Handbook — Prior Authorization ¢ July 2003 9

o
=
O O
D =
)
c Z
=1
=3
Se
35
o =
o
5




e
o
=
©
N
=
o
e
=
=)
<
—
o
=
[a

Requirements

expertise are needed to provide a“hands-on”
treatment that allowsthe recipient to maintain
hisor her functional abilities.

Typicaly, in*“hands-on” treatment:

» Theplan of care and the recipient’s
condition require aconstant adjustment of
therapeutic input and/or constant use of
therapeutic principles.

*  The two-times-per-week treatment
intervention allowsthereci pient aspecific
leve of functional independence.

Itisgenerally not considered effective
maintenance of therecipient’sfunctional level
when “hands-on” treatment is provided one
time per week or less. For maintenance to be
effective, therecipient should beinvolvedina
routine HEP/PMP,

Routine HEP/PMPs can be performed by
ancther caregiver or therecipient. Daily, twice
daily, or “as necessary” HEP/PMPs will
influencetherecipient’sfunctional abilitiesat
the most opportune time and are considered
more effective than a treatment session
provided one time per week or less.

Monitoring and Modifying the Program

Prior authorization requeststo monitor and
modify amaintenance therapy program that
caregiverstypicdly carry out may be
approved.

M odifications of home programsrequirethe
specific skills and knowledge of a speech-
language pathologigt. It is expected that the
recipient’'smedical condition or functiond
abilities change often enough to warrant
evaluation and modification of the HEP/PMP
at the frequency requested.

Approved maintenance therapy services may
also involvethe process of teaching aroutine
HEP/PMP to a caregiver to assure follow-
through and understanding of the HEP/PMP
techniques. The requested frequency should
reflect the need for intervention/teaching from
atherapist.

The frequency the provider chooses to request
when the goal isto modify an HEP/PMP
should be based upon the predictability of
change. Subsequently, an assessment to
modify an HEP/PMP needsto bejugtifiedina
PA by achangein the recipient’s medical
condition, living Situation (including equipment),
functional requirements, caregiver status, and/
or specific changes to the HEP/IPMP,

Intervention in the Maintenance
Therapy Program

Occasionaly atherapist will evaluate and treat
arecipient for acertain amount of time,
ingtruct the caregiversin an HEP/PMP, and
then disconti nuethe recipient from active
therapy intervention.

When there is an established treatment
program and the recipient’s response to
treatment is predictable, the following
examples of HEP/PMP focus areas, which
after initid treatment and instruction may not
require the skills and expertise of a speech-
language pathologi<t, will not becovered by
WisconsnMedicaid:

*  Huency (eg., stuttering).

* Voicequdity.

* Expressivelanguage.

* Language structure, content, and/or
functions.

The recipient’s maintenance program may
requirethe skilled intervention of aspeech-
language pathologist if thereisdocumentation
that the nursing staff/caregivers had routingly
performed the HEP/PMP as prescribed, but
the outcome was affected by one or more of
thefollowing:

* Therecipient had or continuesto have
complicating factorsrelated to hisor her
diagnosis.

*  There were unforeseesble problems
associated with the recipient’ sfunctional
abilitiesbeing maintained by other
caregivers.

10 wisconsin Medicaid and BadgerCare & July 2003
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recipient should be
involved in a
routine HEP/PMP.



*  Thespeech-language pathol ogist .
reassessed the HEP/PMP, and the
recipient’s health continued to be at risk.

Theevaluationindicatestherecipient’s
abilitiesarefunctional for therecipient’s
present lifestyle.

*  Therecipient showsno motivation,
interest, or desire to participate in therapy.
Other therapies or trestment are providing
sufficient services to meet the recipient’s

In these Situations it may be necessary for a

speech-language pathol ogist to providea .

period of brief, intensivetreatment (if the

recipient’s status had regressed) prior to functional needs.

resumption of amaintenance program. The » Thesavicesareany of thefollowing:

Situations may require anew PA. vV Not medically necessary under HFS
101.03(96m), Wis. Admin. Code.

o
=.
O o
D =
)
cZ
~—+
o=
=
35
Ir =2
o
5

Extension of Therapy Services (Refer to the Glossary of Common
Asspecifiedin HFS 107.18(3)(e), Wis. Admin. Terms of this section for the
o Code, a PA request to extend therapy services definition.)
Inthesesituations ; & continuation of therapy services) isnot vV Experimental under HFS107.035,
it may be approved inthefollowing circumstances: Wis. Admin. Code. (Refer to the
necessary for a Glossary of Common Terms of this
speech-language  «  The recipient shows no progress toward section for the definition.)
pathologist to meeting or maintaining established and v Not covered under HFS 107.03, Wis.

provide a period of
brief, intensive

measurabl e treatment goals over asix-
month period, or the recipient showsno

Admin. Code. (Refer to the Covered
and Noncovered Services section of

treatment (if the ability within six monthsto carry over theAll-Provider Handbook for more
recipient’s status abilitiesgained from treatment. information.)

had regressed) * Therecipient'schronologica or v Not reimbursable under HES

prior to resumption developmental age, lifestyle, or home 107.02(2), Wis. Admin. Code. (Refer
of a maintenance situation indicatesthe stated goal's are not to the Covered and Noncovered
program. gppropriate for the recipient or serve no Services section of the All-Provider

functional or maintenance purposes.

* Therecipient has achieved independence
indaily activitiesor can be supervised and
assisted by restorative nursing personnel,
active treatment staff, activity or
recreation staff, caregivers, or family.

Handbook for moreinformation.)

Speech and Language Pathology Services Handbook — Prior Authorization ¢ July 2003 11
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Prior Authorization Submission

To expedite the prior authorization (PA) Prior Authorization Codes

process, it iseesent_ial that providersfollow _the Refer to Appendix 17 for alist of SLP

|nstruct_|on§found_|n thischapter ano! thePrior procedure codes. For the most current list of
Wiscondin Authorization section of theAll-Provider SLP procedure codes and their respective

O Handbook. b . ctiv .
Medicaid requires. :?dglﬁéf\gm(ij:;-s.ﬂatew .us'medicaid/ 2
providers to submit - vt \Wisconsin Medicaid's Provider ' & z
forPAonanew  with PA questionsthat arenot answered inthis . nder References/Tools, dlick on “Fee § N
PA/RFsothatthe  section or inthe Prior Authorization section of Schedules.” 5
request is theAll-Provider Handbook. . Clickon*Therapy.” >
processed under a
newnumber. Prior Authorization Prior Authorization Therapy

Forms Required for Attachments
Submit thefollowing formswhen requesting
Speech and Language PA-

Pathology Services

Providers are required to submit aPrior
Authorization Request Form (PA/RF) when
requesting PA, spell of illness (SOI) approval,

or initial PA for Birth to 3 (B-3) servicesfor : , ,
A different attachment is required to request
peech and language pethology (SLF) servicesfor children participatinginthe B-3

SerVICes. Program. Refer to “Birth to 3 Attachments’ in
this chapter for moreinformation.

» A correctly completed PA/RF.
e Acorrectly completed Prior Authorization
Therapy Attachment (PA/TA).

Each PA/RF has a unique seven-digit,
preprinted number in the upper center of the
form. This number isthe PA number that must
be used on aclam because it identifiesthe
service on the claim as a service that has been
authorized.

Refer to the following appendices of this
section for acompleted sample PA/TA and
ingructions

* Appendix 6for PA/TA completion

Wisconsin Medicaid requiresprovidersto . :Ar\lstruct(ljpn? f le PA/TA f
ubmit each new request for PA on anew ppendix 7 for asample orm.

PA/RF 50 that the request is processed under ~ © Appendix 8 for ablank PA/TA that may

anew number. Snce the PAVVRF number is be photocopied.
used to identify a single PA request, do not
photocopy this form for other requests. Spell of Iliness Attachments

Refer to Appendix 4 of this section for PA/RF
completioninstructions. A completed sample
PA/RFisincluded in Appendix 5 of this
section.

Submit thefollowing formswhen requesting
SOl approva:

* A correctly completed PA/RF.
*  Acorrectly completed Prior Authorization
Spell of llIness Attachment (PA/SOIA).

Speech and Language Pathology Services Handbook — Prior Authorization ¢ July 2003 13
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Refer to the following appendices of this
section for completed sample SOI request
formsandinstructions:

*  Appendix 9for PA/RF completion
ingtructionsfor SOI approval.

* Appendix 10 for a sample PA/RF for SOI
approvd.

e Appendix 11 for PA/SOIA completion
ingtructions.

* Appendix 12 for asample PA/SOIA.

* Appendix 13 for ablank PA/SOIA that
may be photocopied.

Birth to 3 Attachments

Submit thefollowing formswhen requesting
PA for B-3 Program services:.

* A correctly completed PA/RF.

*  Acorrectly completed Prior Authorization
Birth to 3 Therapy Attachment (PA/B3).

Refer to the following appendices of this
section for acompleted sample PA/B3 and
ingructions

* Appendix 14 for PA/RF ingtructionsfor B-
3approva.

* Appendix 15 for asample PA/RF for B-3
approvd.

* Appendix 16 for ablank PA/B3 for

photocopying.

Obtaining Prior Authorization
Forms

Providers may obtain PA/RFs, PA/TAS, PA/
B3s, and PA/SOIAs by writing to:

WisconsnMedicaid
Form Reorder

6406 Bridge Rd

Madison WI 53784-0003

Providers may also obtain PA/TAS, PA/
SOIAs, and PA/B3s by photocopying the blank
formsinAppendices8, 13, and 16, respectively,
of thissection.

Documenting Medical
Necessity on Prior
Authorization Requests

P ease notethat thefollowing information does
not apply to B-3 Program services. Refer to
“Prior Authorization for Birth to 3 Program” in
the Prior Authorization Requirements chapter
of thissection for moreinformation.

Providersarerequired toinclude
documentation that justifiesthemedical
necessity of the requested procedure when
requesting PA or SOI. If the required
documentationismissing from therequest
form, Wisconsin Medicaid will returnthe
request to the provider.

Refer to Appendix 18 for moreinformation on
how medical necessity isdetermined.

Submit thefollowing as applicablewith the
PA/RF:

* A completed PA/TA or PA/SOIA.

e A full and complete written report of the
evaluation resultsand recommendations.
The provider isrequired to submit the
evauation resultswith the PA/RF within
two weeksof conducting aninitial
evaluation.

*  Documented pertinent medical/socia
history that describes how/when/why and
by whom it was determined that the
recipient’sfunctional abilitiesmay be
improved with therapy intervention.

*  Documented frequency and duration; this
information should be the same on both the
PA/RF and the PA/TA and should be
consigtent withtheillness, injury or
disability, goas, and prognosis.

e Description of medical and treatment
diagnoses.

e A planof carereating to evaluation results
and progress, and prognosisconsidering
illness, injury, and/or diagnosisand requires
skilled therapy services.

14 wisconsin Medicaid and BadgerCare & July 2003
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* Rehabilitation potentia statement that is the IFSP, IEP, or IPPto hisor her PA

consistent withillness, injury, and/or request, and the other therapists
disability, and plan of carefrequency/ should reference this PA number and
duration requested. the date the PA was submitted. The

team member designated to submit

*  Required attachments, the IFSP. 1EP. or |PP should receive

* Ingtructionsfor follow-through or an additional copy fromthe
carryover by the recipient and/or _ coordinator. If the recipient does not
The IFSP does not caregiver. Carryover or follow-throughis have an IFSP, IEP, or IPP, the
establish medical toberedistically achievableby the provider isrequired to indicate on the R
necessity. recipient and/or caregiver both at the place PA/TA why these documents do not % )9;
of residence and other community settings exigt. Se
inwhich therecipient participates (e.g., in 7] 3
asheltered workshop). If carryover isnot  Individualized Family Service S8
possiblewithinsix monthsof initiating Plans )

treatment, conti nued authorization may not
be approved under HFS 107.18(3)(€)1,
Wis. Admin. Code.

*  Progress statements. The progress
statements shouldinclude, in specific,
objective, and measurableterms,
information relating to progressinord,
motor, speech, language, voice, cognition,
and swallowing in areas of performance of
independent living/functiond skills.

* A copy of thelndividudized Family
Service Plan (IFSP) if therapy isbeing
requested for a B-3 Program participant
through the PA/TA and not the B-3 PA

Providersonly need toincludethefollowing
components of the IFSP when they must
submit a PA/TA for B-3 servicesinstead of
using the PA/B3 (refer to “Prior Authorization
for Birth to 3 Program” in the Prior
Authorization Requirements chapter of this
section for more information on the PA/B3):

e Thechild'shedth history and current
medica status, including hearingand vision
screening.

e Asummary of thechild’sdevelopmentin
thefollowing fiveareas:

process. Refer to “ Prior Authorization for v Cogr!mon. _

Birth to 3 Program” in the Prior v Physcal_devel opment (fineand gross
Authorization Requirements chapter of this motor skills).

section and“Individualized Family Service V' Communication development.

Plans” in this chapter for information on V' Social/emotional development.
submitting PA/TA for B-3 participantsand V' Adaptivedevelopment (including self-
when to use the PA B-3 process.* help kills).

e Thelndividualized Education Plan (IEP) if *  Concerns, priorities, and resources as
therapy is being requested for a school- identified by thefamily and other team
agechild.* members.

* A copy of the Interdisciplinary Program *  Functiona outcomes, including the
Plan (IPP) if therapy is being requested strategies(thiswill include thefollow-
for arecipientin aresidential or day through plansfor the child’'sfamily) and
facility for the developmentdly disabled.* evauation criteria

The PP must document coordination and *  Summary of services.
integration of the active treatment and

medica care plan of the recipient. In accordance with HFS 90, Wis. Admin.
Code, the IFSP describes the outcomes,
* Only one team member needsto strategies, supports, and services appropriate to
submit the IFSP, IER, or IPPwith his meet the child’s and family’s needs. The IFSP
or her PA request. Therefore, the does not establish medical necessity.

team should discusswho will attach

Speech and Language Pathology Services Handbook — Prior Authorization ¢ July 2003 15
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Submission of the Individualized Family
Service Plan

After the IFSP has been submitted once, only
the sections of the IFSP that change
significantly will need to be submitted to
WisconsnMedicaid. Thiswill typicaly be:

e Theannual update on developmental
status.

*  Changesin outcome that may be developed
at either six-month or annual reviews.

Submission of Prior
Authorization Forms

Providers have two choicesfor submitting

completed PA requests:
Bymail.
By fax.

Prior authorization requests received after 1
p.m. are processed on the following business
day. Prior authorization requestsreceived on
Saturday, Sunday, or legal holidaysare
processed on the next business day.

Wisconsin Medicaid makesdecisionson PA
requestswithin thetime framesoutlined inthe
Prior Authorization section of theAll-Provider
Handbook, regardless of whether the requests
aremailed or faxed.

Note:  Providersare required to submit PA
requests containing X-rays, video
tapes, or photos by mail.

Submission by Mail

Providers may mail completed PA/RFs,
PA/TAs, PA/SOIAS, and PA/B3s to:

WisconsnMedicaid

Prior Authorization

Ste 88

6406 Bridge Rd

Madison WI 53784-0088

For reference or further correspondence,
providers are encouraged to photocopy their
paperwork before sending itin.

Submission by Fax

Providers may fax PA requests to
Wisconsin Medicaid at (608) 221-8616.

When faxing PA requests, providers are
required to submit all formsand documentation
together; they should not fax the forms and
then mail the supporting documentation

separately.

Refer to Appendix 19 of this section for more
procedures on faxing PA requedts.

Response Back from Wisconsin
Medicaid

Once Wisconsin Medicaid reviews a PA
request, Wisconsin Medicaid will fax one of
three responses back to the provider:

*  “Your request(s) has been adjudicated.
See attached PA request(s) for the fina
decison.”

*  “Yourrequest(s) requiresadditional
information. See attached PA request(s).
Fax the requested information with the
same PA form immediately to expedite the
finalization of your request.”

*  “Weareunableto read your faxed PA
request. Please resubmit the same
request.”

When additiond informationisrequested,
providers are required to resubmit the faxed
copy of theentire original PA request, including
attachments, with theadditional information
requested. If any attachments or additional
information are received without the rest of the
PA requet, the information will be returned to
theprovider.

For both faxed and mailed requests, Wisconsin
Medicaid will mail thedecision back tothe
provider if:

*  Theprovider doesnotincludehisor her
fax number on the transmittal form.

* Thefax isnot successfully transmitted
after three attempts.

16 wisconsin Medicaid and BadgerCare & July 2003
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Every PA request
stands on its own
merit,
documenting the
need for therapy
services and
describing the
recipient’s unique
circumstances at
the time the PA
request is
submitted.

Responses to Prior Authorization

Requests

Providers may inquire about the status of a
request by accessing the Automated Voice
Response (AVR) system or by contacting
Provider Servicesat (800) 947-9627 or

(608) 221-9883. In order to usethe AVR
system effectively, providers should havethe
prior authorization (PA) number and the
recipient’sWisconsin Medicaididentification
number ready when they call.

Wisconsin Medicaid recognizesthat a
recipient’sabilities, needs, and medica
conditions are unique and havethe potential to
change. Therefore, approva on one PA does
not guarantee approval on all PAs.

Conversdly, adenied PA should not be
interpreted to mean that therapy serviceswill
not meet the definition of medical necessity in
the future. Every PA request stlands on its own
merit, documenting the need for therapy
servicesand describing the recipient’sunique
circumstances at the time the PA request is
submitted.

Refer to the Prior Authorization section of the
All-Provider Handbook for moreinformation
on Wisconsin Medicaid responsesto PA
requests.

Review of Prior
Authorization Decisions

After review by Wisconsin Medicaid
consultants, the PA request is.

*  Approved.
*  Approvedwith modification.
* Denied.

* Returnedtotheprovider for additional
clinica information or clarification.

Refer to the Prior Authorization section of the
All-Provider Handbook for moreinformation
on each of these responses.

Only recipients can appea modified or denied
PA requests. When arequest is modified or
denied, the recipient receives a“ Notice of
Appeal Rights’ letter. Refer to the Prior
Authorization section of theAll-Provider
Handbook for acopy of thisletter and for
information on how aprovider and arecipient
may respond to Wisconsin Medicaid’sreview
of a PA request.

Amending Approved Prior
Authorization Requests

When medically necessary, providers may
request amendment of approved or modified
PA requests to change:

e Thefrequency of treatment.
*  The specific treatment codes.
e Thegrant or expiration dates.
* Therequest for cotreatment.

Prior authorization expiration datesmay be
amended up to one month beyond the original
expiration dateif the additiond servicesare
medicaly necessary and therapy will be
discontinued after abrief extension of the
therapy services.

For example, Wisconsin Medicaid may
approve an amendment request for a brief
(lessthan one month) extension of the origina
time period approved on the Prior
Authorization Request Form (PA/RF) when
therecipient'smedical conditionisreasonably
anticipated toimproveduring the extension
period. Therecipient’scondition must be
expected to improve enough that therapy
serviceswill no longer be medically necessary
following therequested extension.

Wisconsin Medicaid recommendsthat
providers submit a new PA request if the
therapy will continuefor longer than one month
beyond the expiration date.
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The request to amend the PA/RF should
indude

* Acopy of theoriginal PA/RF.

* The specific, requested changes to the
PA/RF.

* A document explaining or justifying the
requested changes. Thismay include a
new evaduation, plan of care, goals, etc.

*  Acorresponding physician’sprescription, if
necessary.

The request to amend a PA/RF may be mailed
to the PA Unit at:

WisconsnMedicaid

Prior Authorization

Ste 88

6406 Bridge Rd

Madison WI 53784-0088

Providers may aso fax requeststo amend a
PA/RF to (608) 221-8616.

Amendment Request Approval
Criteria

Wisconsin Medicaid may approvean
amendment request if the request is:

* Medicdly necessary under HFS
101.03(96m), Wis. Admin. Code.

e Submitted before the date of the requested
change.

*  Fully explained and documented. Clinical
documentation of themedical necessity
judtifying therequest isrequired.

Note: At theend of apossible extension
period, providersarerequired to
submit a new request for PA instead
of requesting an extension if one of

thefollowing occurs.

* Therecipient'smedica
condition changes
significantly, requiringanew
plan of care.

*  Similar services are expected
to be medically necessary.

Reasons Prior Authorization
Amendment Requests Are Denied

Wisconsin Medicaid may deny PA amendment
requests for such reasons as.

e Therequests are not medically necessary.

» Therequests are solely for the
convenience of therecipient, the
recipient’ sfamily, or the provider.

» Therequests are not received before the
date of the requested change.

e ThePA expired prior to receipt of the
amendment request.

e  Therecipient’smedica condition changes
significantly, requiring anew plan of care.

* Therequestsareto alow for avacation,
missed appointments, illness, or aleave of
absence by either the recipient or the
provider.

18 wisconsin Medicaid and BadgerCare & July 2003
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Appendix 1

Prior Authorization Versus Spell of lliness Guide

Usethefollowing flow chart to determine whether arequest for prior authorization (PA) or spdll of illness (SOI) approval is
appropriate.

A Medicaid-igiblerecipient
requires speech and language

pathology (SLP) services.
I The SOI does not require Wisconsin Medicaid approval. The
Isthisthe recipient'sfirst recipient may receive up to 35 treatment days before PA is
SLP therapy? required. If the provider isunsureif thisistherecipient’sfirst
SO, the provider should seek Wisconsin Medicaid approval by
@ submitting a Prior Authorization Request Form (PA/RF) and a
Prior Authorization Therapy Attachment (PA/TA) or aPrior

Authorization Spell of llinessAttachment (PA/SOIA).

4

Has the recipient received
SLP sarvices from any other @ The provider should submit a PA/RF and a PA/TA.

providersfor thisnew
condition?

Will therecipient' scondition The provider is encouraged to submit a PA/RF and a PA/TA*,
@ but he or she may submit a PA/RF and the PA/SOIA. The

>
o
o
@
>
2
<

require more than 35
tfgatment days? provider will be required to submit a PA/TA for treatment days
' that extend beyond the 35 treatment days allowed.

$

Submit the PA/RF and the PA/SOIA. Refer to the examples
on the next page for moreinformation.

*Requesting PA is always an option for providers. Wisconsin Medicaid will not deny a PA request that meetsthe
necessary approva criteriawhen an SOI approva request would have been appropriate. However, Wisconsin
Medicaid will deny an SOI approval request when PA is hecessary.
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Determining When Spell of Iliness Approval is Appropriate

Thefollowing chartsillustrate two examplesin which the provider must determineif he or she should seek PA or SOI
approval for arecipient’scondition.

Example 1: The recipient’s condition does
qualify for Wisconsin Medicaid SOI approval.

A Medicaid-digiblerecipient withmultiple
sclerosisexperiencesaregressionin his
condition. Intensive SL Pinterventionwill
allow therecipient to achievethe skill level
that he had previoudy, qualifying himfor an
SOI. The recipient does not have
commercia heathinsurance.

Example 2: The recipient’s condition does not
qualify for Wisconsin Medicaid SOI approval.

A Medicaid-eligiblerecipient hasastroke.
Therecipient displaysthe ability to achieve
theskill level that shehad previoudly,
qualifying her for an SOI.

¥

The provider does not anticipate the
recipient’streatment will requiremorethan
35 treatment days. The provider seeks SO
approval by submitting the PA/SOIA
because:

achievethe ill level hehad previousto
theregression of hiscondition.

If the recipient’s treatment exceeds the 35
treatment days, the provider isrequired to
seek PA from Wisconsin Medicaid by
submitting the PA/TA.

Note: Intheabovestuation, the
provider aso hasthe option of
seeking PA by submitting the
PA/TA.

¥

The recipient has aready received 35
treatment daysin an outpatient hospital.

¥

The speech-language pathol ogist should
request PA from Wisconsin Medicaid, and not

%ﬁ an SOI agpproval, because:
Q * Therecipient is not expected to exceed
g the 35 treatment days allotted for that +  Therecipient has exceeded the 35
SOl. treatment days for that SOI.
* Therecipient’scondition isrecent. * Therecipient'sconditionisnolonger
*  Therecipient demongtratesthe ability to recent.

Wisconsin Medicaid will not approveaPA/
SOIA request. The provider should seek PA
instead.
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Appendix 2

Birth to 3 CPT Codes

Thefollowing chart lists Current Procedural Terminology (CPT) codesthat may be performed when aprior
authorization (PA) for Birthto 3 (B-3) servicesisapproved. Providersrequesting PA for codesthat are not included
below arerequired to request PA using Wisconsin Medicaid’s current policiesand procedures. Providersmay use
any of these codes, asappropriate, for the Individualized Family Service Plan (IFSP). Wisconsin M edicaid doesnot
reimburse beyond thefrequency, intensity, and duration of serviceslisted inthe | FSP, prescription, or physician-
signed plan of care, whichever indicatestheleast amount of services.

92506 Evaluation of speech, language, voice, communication, auditory
processing, and/or aural rehabilitation status

92507 Treatment of speech, language, voice, communication, and/or auditory
processing disorder (includes aural rehabilitation); individual

92508* group, two or more individuals

92526 Treatment of swallowing dysfunction and/or oral function for feeding
G0195 | Clinical evaluation of swallowing function (not involving interpretation
of dynamic radiological studies or endoscopic study of swallowing)
G0197 Evaluation of patient for prescription of speech generating devices
G0198 Patient adaptation and training for use of speech generating devices
G0199 | Re-evaluation of patient using speech generating devices

G0200 Evaluation of patient for prescription of voice prosthetic

G0201 Modification or training in use of voice prosthetic

>
o
o
@
>
2
<

Note: In accordancewith Medicare, providerscannot submit claimsfor servicesperformed for lessthan eight
minutes.

* Wisconsin Medicaid limitsgroup totwoto four individuals.
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Prior Authorization Situational Table

Appendix 3

The chart below isabreakdown of when providers should submit the Prior Authorizatior/Birth to 3 Therapy Attachment
(PA/B3), the Prior Authorization Spell of 1linessAttachment (PA/SOIA), or the Prior Authorization/Therapy Attachment

(PA/TA).
Providers are reminded that they are aways required to submit a Prior Authorization Request Form (PA/RF), regardless of
the attachments they send.
Therapy Services Are Provided .
as Part of the Birth to 3 (B-3) Ther_apy Servu_:es P
Provided Outside the
Situation PRI 2 (B8 AgEmey- B-3 Program
Contracted Providers
i ?
Which Form? SR (el
Initial B-3 eligibility evaluation/assessment. Submit the PA/B3. N/A.

Services in excess of 35 treatment days per
spell of illness.

Submit the PA/B3.

Submit the PA/SOIA or
the PA/TA.

Services provided during the development of a
permanent or interim Individualized Family
Service Plan (IFSP).

Submit the PA/B3.

Submit the PA/SOIA or
the PA/TA.

Services (other than the initial evaluation) not
included in the IFSP. (For example, if the child

Submit the PA/SOIA or

birthday.

receives speech and language pathology [SLP] N/A. the PA/TA.

services from a non-B-3 SLP provider.)

Services exceed the frequency established in

the IFSP. (Frequency must be specific; ranges N/A Submit the PA/SOIA or
of time are not accepted. For example, “2 to 3 ' the PA/TA.

times per week” is not acceptable.)

Services provided on or after the child’s third N/A Submit the PA/SOIA or

the PA/TA.

Unlisted (nonspecific) procedure codes.

Submit the PA/SOIA or the PA/TA.

Submit the PA/SOIA or
the PA/TA.

Cotreatment.

Submit the PA/SOIA or the PA/TA.

Submit the PA/SOIA or
the PA/TA.
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Appendix 4

Prior Authorization Request Form (PA/RF) Completion Instructions
(Speech and Language Pathology)

Note: Refer to Appendix 7 of thissection for Prior Authorization Request Form (PA/RF) for spell of illness
completioningtructions.

Element 1 — Processing Type
Enter processing type 113 — Speech and language pathology therapy. The “processing type” is the three-digit code
used to identify a category of service requested.

Element 2 — Recipient’s Medical Assistance ID Number
Enter the recipient’s 10-digit Medicaid identification number. Do not enter any other numbers or letters.

Element 3 — Recipient’s Name
Enter therecipient’ slast name, first name, and middleinitial. Usethe Eligibility Verification System (EVS) to obtain
the correct spelling of the recipient’s name. If the name or spelling of the name on the Medicaid identification card
and the EV'S do not match, use the spelling from the EVS.

Element 4 — Recipient Address
Enter the complete address (street, city, state, and ZIP code) of the recipient’s place of residence. If the recipient is
aresident of anursing home or other facility, also include the name of the nursing home or facility.

Element 5 — Date of Birth
Enter the recipient’ s date of birthin MM/DD/YYY'Y format (e.g., June 30, 1975, would be 06/30/1975).

Element 6 — Sex
Enter an “X” to specify whether the recipient is male or female.

>
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Element 7 — Billing Provider Name, Address, ZIP Code
Enter the billing provider’s name and complete address (street, city, state, and ZIP code). No other information
should be entered into this element since it also serves as a return mailing label.

Element 8 — Billing Provider Telephone Number
Enter the billing provider’ stelephone number, including the areacode, of the office, clinic, facility, or place of

business.

Element 9 — Billing Provider No.
Enter thebilling provider’ seight-digit Medicaid provider number.
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Appendix 4
(Continued)

Element 10 — Dx: Primary
Enter the appropriate International Classification of Diseases, Ninth Revision, Clinical Modification
(ICD-9-CM) diagnosis code and description most relevant to the service/procedure requested for the recipient.

Element 11 — Dx: Secondary
Enter the appropriate |CD-9-CM diagnosis code and description additionally descriptive of therecipient’sclinical
condition.

Element 12 — Start Date of SOI (nhot required)
Element 13 — First Date Rx (nhot required)

Element 14 — Procedure Code
Enter the appropriate Wisconsin M edicai d-assigned five-digit procedure code for each service/procedure/item
requested.

Element 15 — MOD (not required)

Element 16 — POS
Enter the appropriate Medicaid single-digit place of service code designating where the requested service/
procedure/itemwoul d be provided/performed/di spensed.

Code  Description

0 Other
Inpatient Hospital
Outpatient Hospital
Office
Home
Nursing Facility
Skilled Nursing Fecility

0 NP~ WOWDN P

Element 17 — TOS
Enter the appropriate Medicaid single-digit type of service code for each service/procedure/item requested.

Code  Description
1 Medical
9 Rehabilitation Agency

Element 18 — Description of Service
Enter awritten description corresponding to the appropriate five-digit procedure code for each service/procedure/
item requested.
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Appendix 4
(Continued)

Element 19 — QR
Enter the quantity requested for each service/procedure/item requested.

Element 20 — Charges
Enter your usual and customary charge for each service/procedure/item requested. If the quantity is greater than
“1,” multiply the quantity by the charge for each service/procedure/item requested. Enter that total amount in this
element.
Note: The chargesindicated on the PA/RF should reflect the provider’s usual and customary charge for the
procedure requested. Providers are reimbursed for authorized services according to the Department of
Health and Family Services' Terms of Reimbursement.

Element 21 — Total Charge
Enter the anticipated total charge for this request.

Element 22 — Billing Claim Payment Clarification Statement
An approved authorization does not guarantee payment. Reimbursement is contingent upon the recipient’ s and
provider’seligibility at the time the serviceis provided and the compl eteness of the claim information. Payment is not
made for servicesinitiated prior to approval or after authorization expiration. Reimbursement isin accordance with
Medicaid methodology and policy. If the recipient is enrolled in a managed care program at the time aprior
authorized serviceis provided, Wisconsin Medicaid reimbursement isonly allowed if the serviceisnot covered by
the managed care program.

Element 23 — Date
Enter the month, day, and year (in MM/DD/YYYY format) the PA/RF was completed and signed.

Element 24 — Requesting Provider Signature
The signature of the provider requesting/performing/dispensing the service/procedure/item must appear in this
element. Providers may enter the requested start date after the requesting provider’'s signature.
DO NOT ENTER ANY INFORMATION BELOW THE SIGNATURE OF THE REQUESTING
PROVIDER — THIS SPACE IS USED BY THE WISCONSIN MEDICAID CONSULTANT(S) AND
ANALYST(S).
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Appendix 5

Sample Prior Authorization Request Form (PA/RF)
(Speech and Language Pathology)

MAIL TO: PRIOR AUTHORIZATION REQUEST FORM 1 PROCESSING TYPE
E.D.S. FEDERAL CORPORATION
PRIOR AUTHORIZATION UNIT PA/RF | (Do NOT WRITE IN THIS SPACE)
6406 BRIDGE ROAD ICN #
SUITE 88 AT # 113
MADISON, WI 53784-0088 PA #() 750456
2 RECIPIENT’S MEDICAL ASSISTANCE ID NUMBER 4 RECIPIENT ADDRESS (STREET, CITY, STATE, ZIP CODE)
/890 609Willow S.
3 RECIPIENT'S NAME (LAST, FIRST, MIDDLE INITIAL)
5 DATE OF BIRTH 6 SEX I:I 8 BILLING PROVIDER TELEPHONE NUMBER
MM/DD/YYYY M FIX (XXX ) XXX-XXXX
7 BILLING PROVIDER NAME, ADDRESS, ZIP CODE: 9 BILLING PROVIDER NO.
|.M. Billing 87654300
. 10 DX: PRIMARY
1W. Williams 315.31 Languagedelays

11 DX: SECONDARY

Anytown, WI 55555 783.4 Developmental d
[72 START DATE OF SOI' %—r%gm—

" PROCEDURE CODE 15MOD 16POS 17TOS 1® DESCRIPTION OF SERVICE 1° QR 2 CHARGES
92506 3|1 Speech/L anguage Evaluation 01 PXX XX
92507 3|1 Speech/Language Therapy 17 FXXX. XX
92508 311 Group Speech/Language Therapy 17 PXXX XX

22. An approved authorization does not guarantee payment. CLC,)A-II;%E 2 $XXX XX

Reimbursement is contingent upon eligibility of the
recipient and provider at the time the service is provided and the completeness of the claim information. Payment will not be made
for services initiated prior to approval or after authorization expiration date. Reimbursement will be in accordance with Wisconsin Medical
Assistance Program payment methodology and Policy. If the recipient is enrolled in a Medical Assistance HMO at the time a prior
authorized service is provided, WMAP reimbursement will be allowed only if the service is not covered by the HMO.

MM/DD/IYYYY

" v Ik Troudin Begin MM/DDIYYYY

DATE REQUESTING PROVIDER SIGNATURE

AUTHORIZATION:

NTITY AUTHORIZED

| | ‘ PROCEDURE(S) AUTHORIZED

GRANT DATE EXPIRATION DATE

MODIFED -  REASON: DO NOT writeinthisspace.
Reserved for Medicaid use.

REASON:

DENIED

REASON:

DATE CONSULTANT/ANALYST SIGNATURE
482-120
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>
S
ke,
@
>
2
<




X
©
c
[
Q
Q
<

32 Wwisconsin Medicaid and BadgerCare # July 2003



Appendix 6

Prior Authorization/Therapy Attachment (PA/TA) Completion
Instructions (Speech and Language Pathology)

(A copy of the Prior Authorization / Therapy Attachment [PA/TA] Completion
Instructions [Speech and Language Pathology] is located on the following pages.)
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DEPARTMENT OF HEALTHAND FAMILY SERVICES STATE OF WISCONSIN
Division of Health Care Financing (800) 947-9627
HCF 11008A (Rev. 01/02)

PRIOR AUTHORIZATION/THERAPY ATTACHMENT COMPLETION INSTRUCTIONS

The Wisconsin Medicaid program requires information to enable the Medicaid program to authorize and pay for medical
services provided to eligible recipients.

Recipients are required to give providers full, correct, and truthful information for the submission of correct and complete
claims for Medicaid reimbursement. This information shall include but is not limited to information concerning eligibility
status, accurate name, address, and Medicaid identification number (HFS 104.02 (4), Wis. Admin. Code).

Under s. 49.45 (4), Wis. Stats., personally identifiable information about Medicaid applicants and recipients is confidential
and is used for purposes directly related to the Medicaid program administration such as determining eligibility of the
applicant, processing prior authorization (PA) requests, or processing provider claims for reimbursement. Failure to supply
the information requested by the form may result in denial of PA or Medicaid payment for the services.

Each provider must submit sufficient detailed information. Sufficient detailed information on a PA request means enough
clinical information regarding the recipient to meet Wisconsin Medicaid’s definition of “medically necessary.” “Medically
necessary” is defined in HFS 101.03(96m), Wis. Admin. Code. Each PA request is unique, representing a specific clinical
situation. Therapists typically consider a number of issues that influence a decision to proceed with therapy treatment at a
particular frequency to meet a particular goal. Those factors that influence treatment decisions should be documented on
the PA request. Medicaid therapy consultants will consider documentation of those same factors to determine whether or
not the request meets Wisconsin Medicaid’s definition of “medically necessary.” Medicaid consultants cannot “fill in the
blanks” for a provider if the documentation is insufficient or unclear. The necessary level of detail may vary with each PA
request and within the various sections of a PA request.

These directions are formatted to correspond to each required element on the Prior Authorization Therapy Attachment (PA/
TA). The bold headers directly reflect the name of the element on the PA/TA. The proceeding text reflects instructions,
hints, examples, clarification, etc., that will help the provider document medical necessity in sufficient detail.

Attach the completed Prior Authorization Therapy Attachment (PA/TA) to the Prior Authorization Request Form (PA/RF)
and submit to the following address:

Wisconsin Medicaid
Prior Authorization Unit
Suite 88

6406 Bridge Road
Madison, WI53784-0088

SECTIONA. RECIPIENT/PROVIDER INFORMATION

Enter the following information into the appropriate box:

1. Recipient’s Name — Last, First and Ml
Enter the recipient’s last name, first name, and middle initial. Use Wisconsin Medicaid’s Eligibility Verification
System (EVS) to obtain the correct spelling of the recipient’'s name. If the name or the spelling of the name on the
Medicaid identification card and the EVS do not match, use the spelling from the EVS. Refer to the Provider
Resources section of the All-Provider Handbook for ways to access the EVS.

2. Recipient’s Medicaid ID Number
Enter the recipient’s 10-digit Medicaid identification number. Do not enter any other numbers or letters.

3. Recipient’s Age
Enter the age of the recipient in numerical form (e.g., 16, 21, 60).
4. Therapist’s Name & Credentials

Enter the treating therapist’s name and credentials. If the treating therapist is a therapy assistant, enter the name
of the supervising therapist and the name of the therapy assistant.
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5. Therapist’s Medicaid Provider Number
Enter the treating therapist’s eight-digit Medicaid provider number. If the treating therapist is the therapy assistant,
enter the provider number of the supervising therapist. Rehabilitation agencies do not indicate a performing provider
number.

6. Therapist’s Telephone Number
Enter the treating therapist's telephone number, including area code and extension (if applicable). If the treating
therapist is a therapy assistant, enter the telephone number of the supervising therapist.

7. Referring/Prescribing Physician’s Name
Enter the referring or prescribing physician’s name.

Be sure:

i The recipient’s name and Medicaid identification number match.
. The recipient’s Medicaid identification number has 10 digits.

i The recipient is currently Medicaid eligible.

. The provider's name and Medicaid identification number match.
i The provider’'s Medicaid number has eight digits.

HINT:  All of this information in this section must be complete, accurate, and exactly the same as the information
from Medicaid’s EVS and on the Prior Authorization Request Form (PA/RF) before your PA request is
forwarded to a Medicaid consultant. Incomplete or inaccurate information will result in a returned PA
request.

8. Requesting Prior Authorization (PA) For Physical Therapy Occupational Therapy Speech Therapy
Check the appropriate box on the PA/TA for the type of therapy service being requested.

9. Total Time Per Day Requested
Enter the anticipated number of minutes a typical treatment session will require. It is expected the requested
minutes per session will be consistent with the recipient’s history, age, attention span, cognitive ability, medical
status, treatment goals, procedures, rehabilitation potential and any other intervention the recipient receives.
Intensity of intervention is determined by rate of change, rather than level of severity.

10. Total Sessions Per Week Requested
Enter the number of treatment days per week requested. It is expected the requested number of treatment days per
week will be consistent with the recipient’s history, medical status, treatment goals, rehabilitation potential and any
other intervention the recipient receives. Intensity of intervention is determined by rate of change, rather than level of
severity.

11. Total Number of Weeks Requested
Enter the number of weeks requested. The requested duration should be consistent with the recipient’s history,
medical status, treatment goals, rehabilitation potential and any other intervention the recipient receives. The
requested duration SHOULD CORRESPOND TO THE NUMBER OF WEEKS REQUIRED TO REACH THE GOALS
IDENTIFIED IN THE PLAN OF CARE. Intensity of intervention is determined by rate of change, rather than level of
severity.

12. Requested Start Date
Enter the requested grant date for this PA request in MM/DD/YYYY format.

SECTIONB. PERTINENT DIAGNOSES/PROBLEMS TOBE TREATED

INSTRUCTIONS: Provide a description of the recipient’s current treatment diagnosis, any underlying
conditions, and problem(s) to be treated, including dates of onset.

Indicate the pertinent medical diagnoses that relate to the reasons for providing therapy for the recipient at this time
AND any underlying conditions that may affect the plan of care or outcome (e.g., dementia, cognitive impairment,
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medications, attention deficits). Include dates of onset for all diagnoses. If the date of onset is unknown, state
“unknown.”

If this documentation is on a previous PA request and is still valid, indicate “this documentation may be found on PA
No. XXXXXXX.” Providers should review this information for accuracy each time that they submit a PA request.

HINT: Avoid copying the same information on subsequent PA requests without verifying that the information
continues to be accurate. A PA request may be returned if it appears as if there has been no change documented
under Section B, but other sections of the PA suggest there have been some changes to the recipient’s medical/
functional condition/need.

Example 1: A recipient without cognitive impairment may attain a goal to learn a task in one to three visits. However,
achieving the same treatment goal for a cognitively impaired recipient may require additional visits. Knowledge of the
recipient’s cognitive abilities is critical to understanding the need for the requested additional visits.

Example 2: When the recipient has a medical diagnosis, such as Parkinson’s disease or pervasive developmental
disorder, it is necessary to document the medical diagnosis AS WELL AS the problem(s) being treated. Listing
problem(s) to be treated without a medical diagnosis, or vice versa, is insufficient.

SECTION C. BRIEF PERTINENT MEDICAL / SOCIAL INFORMATION

INSTRUCTIONS: Include referral information, living situation, previous level of function, any change in
medical status since previous PA request(s), and any other pertinent information.

The Medicaid consultant needs to understand the complete “picture” of the recipient and takes into consideration the
recipient’s background, personal needs, status, change in status, etc. Sufficient, but pertinent, documentation of a
recipient’s medical/social status may include:

« Conditions that may affect the recipient’s outcome of treatment.

» Evidence that this recipient will benefit from therapy at this time.

» Reasons why a Medicaid-reimbursed service is being requested at this time (this is helpful when this is not a new
diagnosis or is a continuing episode of care for this recipient).

The provider's documentation must include the factors considered when developing the recipient’s plan of care. Such
factors may be:

» Reasonsforreferral.

» Referral source (e.g., a second opinion, nursing having difficulty with carryover program, school therapist referred
because school does not have equipment to make orthotics).

» Reason(s) the recipient’s medical needs are not met under current circumstances.

» Recentchanges (e.g., change in medical status, change in living status) with reference dates.

» Recipient’s goal (e.g., recipient’s motivation to achieve a new goal may have changed).

» Recipient’s living situation.

» Residence (e.g., nursing home vs. independent living).

» Caregiver (whois providing care [specific name not required], how frequently available, ability to follow through with
instructions, etc.).

» Ifcaregiveris required — the level of assistance required, the amount of assistance required, the type of assistance
required.

» Degree of family support.

« Equipment and/or environmental adaptations used by the recipient.

» Brief history of the recipient’s previous functional status.

*  Priorlevel of function.

» Level of function after last treatment episode with reference dates.

e Cognition/behavior/compliance.

» Any other pertinent information that indicates a need for therapy services at this time.
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SECTIOND. PERTINENT THERAPY INFORMATION

1.

INSTRUCTIONS: Document the chronological history of treatment provided for the treatment diagnoses
(identified under “B”), dates of those treatments, and the recipient’s functional status following those
treatments.

Summarize previous episodes of care, if applicable, in the chart provided in this section. If this is a new patient, include
history taken from the recipient, recipient’s caregivers, or patient file. Include knowledge of other therapy services
provided to the recipient (e.g., if requesting a PA for speech and language pathology [SLP], include any occupational
therapy [OT] or physical therapy [PT] the recipient may have received as well). Be concise, but informative.

INSTRUCTIONS: List other service providers that are currently accessed by the recipient for treatment
diagnoses identified under “B,” (i.e., home health, school, behavior management, home program, dietary
services, therapies). Briefly document the coordination of the therapy treatment plan with these other
service providers. Documentation may include telephone logs, summarization of conversations/written
communication, copies of plans of care, staffing reports, received written reports, etc.

Document the coordination of the therapy treatment plan with other service providers that may be working to achieve
the same, or similar, goals for the recipient. If there are no other providers currently treating the recipient, indicate “not
applicable” in the space provided.

INSTRUCTIONS: Check the appropriate box (on the PA/TA) and circle the appropriate form, if applicable:

O The current Individualized Education Program (IEP)/Individualized Family Service Plan (IFSP)/Individual
Program Plan (IPP) is attached to this PA request.

The current IEP/IFSP/IPP is attached to PA Number

Thereis no IEP/IFSP/IPP because

Cotreatment with another therapy provider is within the plan of care.

Referenced report(s) is attached (list any report[s])

oooo

The IEP, IFSP, and IPP are reports used as follows:

* Individualized Education Plan — A written plan for a 3- to 21-year-old child who receives exceptional education
services in school.

* Individualized Family Service Plan — A written plan for a O- to 3-year-old child who receives therapy services
through the Birth to 3 Program.

» Individualized Program Plan — A written active treatment plan for individuals who reside in an Intermediate Care
Facility for the Mentally Retarded (ICF-MR).

Submission of the IEP, IFSP, and IPP with the PA request is required if the recipient is receiving services that require
one of the above written plans.

This section is included as a quick reference to remind the provider to attach the necessary documentation materials to
the PA request and to remind providers to document cotreatment, if applicable, in their plan of care.

Cotreatment is when two therapy types provide their respective services to one recipient during the same treatment
session. For example, OT and PT treat the patient at the same time or OT and SLP treat the recipient at the same
time. Itis expected the medical need for cotreatment be documented in both providers’ plans of care and both PA
requests are submitted in the same envelope.

Other “referenced reports” may be swallow studies, discharge summaries, surgical reports, dietary reports, psychology
reports, etc. These reports should be submitted with the PA request when the information in those reports influenced
the provider’s treatment decision making and were referenced elsewhere in the PA request.

PA requests submitted without the required or referenced documentation attached to the PA request will be returned to
the provider.
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SECTIONE. EVALUATION (COMPREHENSIVE RESULTS OF FORMAL / INFORMAL TESTS AND MEASUREMENTS

THAT PROVIDE A BASELINE FOR THE RECIPIENT'S FUNCTIONAL LIMITATIONS)

INSTRUCTIONS: Attach a copy of the initial evaluation, or the most recent evaluation or re-evaluation; or
indicate with which PA number this information was previously submitted.

O
O
O
O

Comprehensive initial evaluation attached. Date of initial comprehensive evaluation

Comprehensive initial evaluation submitted with PA number

Current re-evaluation attached. Date of most current evaluation or re- evaluat|on(s)
Currentre-evaluation submitted with PA number

A copy of the comprehensive evaluation for the current episode of care (for the current problem being treated) must be
included with the PA request or submitted previously with another PA request, regardless of when treatment was
initiated, and regardless of the reimbursement source at the time of the comprehensive evaluation. An evaluation
defining the recipient’s overall functional abilities and limitations with baseline measurements, from which a plan of care
is established, is necessary for the Medicaid consultant to understand the recipient’s needs and the request.

The initial evaluation must:

(1)

e

Establish a baseline for identified limitations — Provide baseline measurements that establish a performance
(or ability) level, using units of objective measurement that can be consistently applied when reporting
subsequent status. It is very important to use consistent units of measurement throughout documentation, or
be able to explain why the units of measurement changed.

Example 1: If the functional limitation is “unable to brush teeth,” the limiting factor may be due to strength,

range of motion, cognition, sensory processing, equipment needs, etc. The baseline should establish the

status of identified limiting factors. Such factors may include:

= Range of motion measurements in degrees;

= Eye-hand coordination as measured by a testing tool or units of speed and accuracy;

= Oral sensitivity as measured by an assessment tool or type of reaction to specific kinds of textures,
temperatures at specific oral cavity/teeth location;

=  Grasp deficits including type of grasp and grip strength.

Later on, subsequent progress must be described using the same terms (e.g., grip strength increased by 2
pounds).

Example 2: If the functional limitation is “unable to sit long enough to engage in activities,” indicate “the
recipient can short sit for two minutes, unsupported, before losing his balance to the left.” Later on, progress
can be documented in terms of time.

Relate the functional limitations to an identified deficit— The evaluation must be comprehensive enough that
another, independent, clinician would reasonably reach the same conclusion regarding the recipient’s functional
limitation.

Example 1: The recipient is referred to therapy because “she doesn’t eat certain types of foods.” The evaluation
should clearly indicate the reason for not eating those certain foods. A deficit has not been identified if testing
indicates the recipient only eats Food “B.” Some deficit examples (for not eating a variety of foods) are: cleft
palate, oral defensiveness, lip closure, tongue mobility, an aversion to food, aspiration, attention span, recipient
is G-tube fed and is therefore not hungry. The identified deficit must be objectively measured and quantified
(i.e., a baseline — see above).

Example 2: The recipient is referred to therapy because “he cannot go up and down stairs safely.” The
evaluation should clearly indicate the reasons for this functional limitation. A deficit has not been identified if
the results of testing indicate the recipient can only step up three inches. Strength, range of motion,
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balance, sensory processing, motivation, etc., must be assessed and documented to identify the deficit
causing the functional limitation (objectively tested, measured, and quantified on the evaluation).

Are-evaluation is the process of performing selected tests and measures (after the initial evaluation) in the targeted
treatment area(s) to evaluate progress, functional ability, treatment effectiveness, and/or to modify or redirect
intervention. The re-evaluation must be submitted with the PA request whenever it is necessary to update the
recipient’s progress/condition. Use of the same tests and measurements as used in the initial evaluation is essential to
review status/progress. If new tests or measurements are used in the re-evaluation, explain why a different
measurement tool was used.

SECTION F. PROGRESS

INSTRUCTIONS: Describe progress in specific, measurable, objective, and functional terms (using consistent
units of measurement) that are related to the goals/limitations, since treatment was initiated or last
authorized.

(If this information is concisely written in other documentation prepared for your records, attach and write “see attached”
in the space.)

Document the goal or functional limitation in the left column on the PA/TA. Indicate the corresponding status for that
goal or limitation as of the previous PA request or since treatment was initiated (whichever is most recent) in the middle
column on the PA/TA. Indicate the corresponding status of that goal or limitation as of the date of the current PA
request (do not use “a month ago” or “when last seen” or “when last evaluated”) in the third column of the PA/TA.
Progress relates to the established baseline, previous goals, and identified limitations. Use the same tests and
measurements as those units of measurement used in the baseline description.

The following information is necessary to evaluate the medical necessity of the PA request:

» Progress documented in specific, measurable, objective terms.

» Use of words that are specific, measurable, or objective such as: better, improved, calmer, happier, pleasant, less/
more, not as good, not as reliable, longer, more prolonged, and “goal not met” are not specific, measurable, or
objective. These do not convey to the Medicaid consultant if or how much progress has been achieved. The
following examples are specific, measurable, and objective:

Example 1: Strength increased from POOR to FAIR, as determined with a Manual Muscle Test.
Example 2: Speech intelligibility improved from 30% to 70%, per standardized measurement.

* Consistent use of the same tests and measurements and units of measurement.

Example: A progress statement that notes the recipient can now eat hamburgers does not correlate to his goal
of articulation and the baseline established for articulation.

» Progress must demonstrate the recipient has learned new skills and therefore has advanced or improved in function
as aresult of treatment intervention. “If treatment of underlying factors, such as increase in endurance, strength or
range of motion or decrease in pain does not improve the performance of functional activities, then improvementis
not considered to be significant.” (Acquaviva, p. 85).

“Significant functional progress: Must result from treatment rather from maturation or other uncontrolled factors,

must be real, not random, must be important, not trivial” (Bain and Dollaghan).

» Significant functional progress must have been demonstrated within the past six months for continued
therapy PA approval. Prior authorization requests for treatment that has not advanced or improved function
within six months cannot be approved, HFS 107.16(3)(e)1, HFS 107.17(3)(e)1, and HFS 107.18(3)(e)1,
Wis. Admin. Code.

»  Priorauthorization requests for maintenance therapy must demonstrate the functional purpose (medical
necessity) of treatment, as “progress” is not necessarily applicable to maintenance programs. The
Medicaid consultant will look for evidence that there is a continued functional purpose for the recipient as a
result of skilled therapeutic intervention, in accordance with the Wisconsin Administrative Code and the
July 2000 Wisconsin Medicaid and BadgerCare Update (2000-24), titled “Prior Authorization for
Maintenance Therapy.”
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SECTION G. PLAN OF CARE

INSTRUCTIONS: Identify the specific, measurable, objective, and functional goals for the recipient (to be met
by the end of this PA request); and

(1) the therapist required skills/treatment techniques that will be used to meet each goal; and

(2) designate (with an asterisk[*]) which goals are reinforced in a carry-over program.

(If the plan of care is concisely written in other documentation prepared for the recipient’s records, attach and write “see
attached” in the space provided.)

Examples for this section include:

1.

2.

GOAL.: Client will be 80% intelligible in conversation as judged by an unfamiliar listener.

POC: Oral motor exercises, environmental cues, articulation skills.

GOAL.: Clientwillincrease vocabulary with five new words as reported by parent.

POC: Sing songs, read books, use adjectives and adverbs in conversation.*

GOAL.: Client will ascend stairs reciprocally without assistance.

POC: Gastrocnemius and gluteus medius strengthening.

GOAL: Client will transfer into and out of tub with verbal cues.

POC: Prepare bathroom and client for transfer, provide consistent verbal cues as rehearsed in PT.*

GOAL.: Client will demonstrate ability to button %2-inch button on dress shirt independently using any pinch pattern.
POC: Graded finger grasp/pinch strengthening, eye-hand coordination, and bilateral hand use.

GOAL: Client will catch/throw a 10" ball.

POC: Practice play catch while sitting using a variety of objects, e.g., Nerf® ball, plastic ball, beach ball, volleyball,
balloon.*

Itis very important to:

Use consistent units of measurement.

Document those elements of a treatment plan that only a skilled therapist could implement (e.g., 1, 3, and 5 above)
Designate (with an asterisk [*]) those goals or interventions the provider has instructed other caregivers or the
recipient to incorporate into the recipient’s usual routine in his or her usual environment (such as 2, 4, and 6 above
where kicking a ball, jumping, throwing a ball, building endurance, rote activities, who/what/where questions, using
appropriate pronouns, choosing new foods, etc., are part of the overall plan of care).

Write goals consistent with functional limitations and identified deficit as described in the evaluation and status
statements (Section E) or progress section (Section F).

Example: The evaluation identified the functional limitation and deficits corresponding to the above examples.
Examples of limitations and deficits may include:

The client is not intelligible in conversation due to poor tongue control.

The 24-month-old client cannot express his needs because he has the vocabulary of a 16-month-old.

The client cannot get to his bedroom independently because of POOR muscle strength.

The client cannot safely get into the bathtub because he has poor short-term memory and is easily distractible.
The client cannot dress independently because of decreased fine-motor skills as tested on the Peabody and he
lacks all functional pinch patterns.

The client cannot use hands/arms bilaterally because of poor left upper-extremity proximal stability.

agrwnPE

o
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SECTIONH. REHABILITATIONPOTENTIAL

INSTRUCTIONS: Complete the following sentences based upon the professional assessment.

(1)

e

©)

)

Upon discharge from this episode of care, the recipient will be able to

Describe what the recipient will be able to FUNCTIONALLY DO at the end of this episode of care (not necessarily
the end of the PA request), based upon the professional assessment. Discharge planning begins at the initial
evaluation. At the initial evaluation the therapist should be able to determine the amount/type of change the
recipient is capable of making based upon all the factors presented at the evaluation. Statements such as “will be
age appropriate,” “will resume prior level of function,” “will have effects of multiple sclerosis minimized,” or “will eat
all foods” are vague and frequently are not achievable with the patient population therapists encounter. More
recipient specific or definitive statements of prognosis would be the following examples:

e “Return to home to live with spouse support.”

e “Communicate basic needs and wants with her peers.”

» “Go upstairs to his bedroom by himself.”

e “Getdressed by herself.”

e “Walk in the community with stand-by assistance for safety.”

» “Walk to the dining room with or without assistive device and the assistance of a nurse’s aide.”
e “Swallow pureedfoods.”

Upon discharge from this episode of care, the recipient may continue to require the following supportive
services

Indicate what community or therapy services the recipient may continue to require at the end of this episode of
care. Examples include:

* “Range of motion program by caregivers.”

» “Infrequent (be specific) screening by therapist to assure maintenance of skills.”
* “Acommunication book.”

» “Behavior managementservices.”

» “Dietary consultation.”

e “Supervision of <a task> by a caregiver.”

The recipient/recipient’s caregivers support the therapy plan of care by the following activities and
frequency of carryover

Describe what activities the recipient and/or caregivers do/do not do with the recipient that will affect the outcome of
treatment.

It is estimated this episode of care will end (provide approximate end time)

Establish an anticipated time frame for the recipient to meet his/her realistic functional goals (e.g., two weeks, two
months, two years).

These specific questions are asked to avoid one-word responses (e.g., “good”). Information beyond a one-word
response provides the Medicaid consultant with additional detail that supports the justification that therapy services
are necessary to meet the recipient’s goals. Wisconsin Medicaid recognizes the statements in this section are
considered professional judgments and may not reflect the actual outcome of treatment.

SIGNATURES

The request must be accompanied by a physician’s signature (a copy of the physician’s order sheet dated within 90 days
of its receipt by Wisconsin Medicaid indicating the physician’s signature is acceptable). The providing therapist’s signature
is required at the end of the PA/TA. The recipient’s, or recipient’s caregiver’s, signature is optional at this time, but is
encouraged (as a means to review what has been requested on the recipient’s behalf on the PA request).
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If the required documentation is missing from the request form, the request is returned to the provider for the missing
information.

REMINDER: The prior authorization request must be filled out completely (i.e., all sections completed). Attach
the completed PA/TA and any other documentation to the PA/RF.
REFERENCES

Bain and Dollaghan (1991). Language, Speech and Hearing Services in Schools, 13

Acquaviva, J.D., ed. (1992). Effective Documentation for Occupational Therapy. Rockville, Maryland, The American
Occupational Therapy Association, Inc.

Moyers, P.A. (1999). “The Guide to Occupational Therapy Practice.” American Journal of Occupational Therapy (Special
Issue), 53 (3)

American Physical Therapy Association, 2001, Guide to Physical Therapist Practice, Physical Therapy, 81 (1)
American Physical Therapy Association, 1997, Guide to Physical Therapist Practice, Physical Therapy, 77 (11)
American Speech-Language and Hearing Association, 1997, Cardinal Documents

American Occupational Therapy Association Standards of Practice

American Physical Therapy Association Standards of Practice

American Speech-Language and Hearing Association Standards of Practice

Wisconsin Administrative Code



Appendix 7

Sample Prior Authorization/Therapy Attachment (PA/TA)
(Speech and Language Pathology)

(A sample copy of the Prior Authorization / Therapy Attachment [PA/TA] [Speech and
Language Pathology] is located on the following pages.)
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Appendix 7
(Continued)

DEPARTMENT OF HEALTH AND FAMILY SERVICES STATE OF WISCONSIN
Division of Health Care Financing (800) 947-9627
HCF 11008 (Rev. 01/02)

PRIOR AUTHORIZATION / THERAPY ATTACHMENT

SECTION A, RECIPIENT / PROVIDER INFORMATION

1. Recipient's Name — Last First MI 2. Recipient's Medicaid ID Number | 3. Recipient's Age
Recipient Ima A 1234567890 2
4. Therapist's Name & Credentials 5. Therapist's Medicaid Provider No. | 6. Therapist's Telephone No.
I.M. Performing, MS, CCC-SLP 12345678 (XXX) XXX-XXXX
7. Referring / Prescribing Physician’'s Name 8. Requesting Prior Authorization (PA) For
|.M. Referring/Prescribing O physical Therapy O Occupational Therapy X Speech Therapy
9. Total Time Per Day Requested 10. Total Sessions Per Week Requested
60 minutes X
11. Total Number of Weeks Requested 12. Requested Start Date
17 06/01/03

SECTION B. PERTINENT DIAGNOSES / PROBLEMS TO BE TREATED
INSTRUCTIONS: Provide a description of the recipient’s current treatment diagnosis, any underlying conditions, and problem(s) to be treated, including
dates of onset.
Female has adiagnosis of cerebral palsy. She also has seizure disorders and exhibitsdelaysin dl areas of

development. Onset birth. Female haslimited vocabulary.

SECTION C. BRIEF PERTINENT MEDICAL / SOCIAL INFORMATION
INSTRUCTIONS: Include referral information, living situation, previous level of function, any change in medical status since previous PA request(s),
and any other pertinent information.
Femaeisatwin, born at 24.5 wks. gestation. She was hospitalized for four months following birth. Shewas
ventilator-dependent for eight weeks. Recipient resides at home with twin brother, parents and two older siblings.
Seizures are controlled with medication. Vision and hearing tested in January 2003 and judgesto be within normal
limits. Shewearshilateral night splintsand bilateral anklefoot orthotics.

SECTION D. PERTINENT THERAPY INFORMATION

1. INSTRUCTIONS: Document the chronological history of treatment for the diagnoses (identified under Section B), dates of those treatments, and
the recipient’s functional status following those treatments.

Provider Type

(e.0., OT, PT, ST) Dates of Treatment Functional Status after Treatment
PT 12/XX to /11X X LE ROM, muscletone, trunk central positioning.
oT V2/XX to V1UXX UE ROM, splinting, ADL, NDT.
ST V2/XX to V1UXX gestures, expressive language, receptive language.

44 wisconsin Medicaid and BadgerCare  July 2003



Appendix 7
(Continued)

Prior Authorization / Therapy Attachment Page 2 of 3
HCF 11008 (Rev. 01/02)

2. INSTRUCTIONS: List other service providers that are currently accessed by the recipient for those treatment diagnoses identified under “B”, (i.e.,
home health, school, behavior management, home program, dietary services, therapies). Briefly document the coordination of the therapy
treatment plan with these other service providers. Documentation may include phone logs, summarization of conversations/written communication,
copies of plans of care, staffing reports, received written reports, etc.

3. INSTRUCTIONS: Check the appropriate box and circle the appropriate form, if applicable.

O The current Individualized Education Program (IEP)/Individualized Family Service Plan (IFSP)/Individual Program Plan
(IPP) is attached to this PA request.

O  The current IEP/IFSP/IPP is attached to PA Number

Xl There is no IEP/IFSP/IPP because Family haschosen not to receive speech servicesthrough the
Birth to 3 program.

Co-treatment with another therapy provider is within the plan of care.

O Referenced report(s) is attached (list any report[s])

O

SECTION E. EVALUATION (COMPREHENSIVE RESULTS OF FORMAL / INFORMAL TESTS AND MEASUREMENTS
THAT PROVIDE BASELINE FOR THE RECIPIENT'S FUNCTIONAL LIMITATIONS)

INSTRUCTIONS: Attach a copy of the initial evaluation, or the most recent evaluation or re-evaluation; or indicate with which PA number this
information was previously submitted.

O comprehensive initial evaluation attached. Date of initial comprehensive evaluation

X Comprehensive initial evaluation submitted with PA number 123456

X Current re-evaluation attached. Date of most current evaluation or re-evaluation(s) MM/DD/YY .
O current re-evaluation submitted with PA number

SECTION F. PROGRESS

INSTRUCTIONS: Describe progress in specific, measurable, objective, and functional terms (using consistent units of measurement) that are related
to the goals/limitations, since treatment was initiated or last authorized.

>
o
o
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Previous Status / Date Status as of Date of PA Request /
Goal / Limitation 1 1 ) Date ([ [ )
Expressivelanguage Was imitating sounds during Now spontaneously uses sounds
Recipient will spontaneoudly use sound approximations play activities, such as car 100% during play activitiesand
during a15-minute play activity with peersastallied by noises, animal noises, 30% consistently imitates single-word
the speech-language pathologist. approximationsduring play activities.
Was using sign language to
Expressive language/gestures only communicatethree Now spontaneoudly pairs
Recipient will spontaneously sign 10X astallied by the signs. .. “more,” “me,” and appropriate word approximations
speech-language pathologist during a 60-minute “eat.” withthesigns“more,” “me,” and
individual therapy session. “eat.” In addition, three signs have
Was following two-step been added to the recipient’s
Receptive language commands during routine repertoire; “dog,” “drink,” and
Recipient will follow two-step directionswith 90% activitieswith 75% accuracy “home.”
accuracy. and novel two-step directions
with 30% accuracy. Now followstwo-step commands
during routineactivitieswith 95%
accuracy and novel two-step
directionswith 75% accuracy.

(If this information is concisely written in other documentation prepared for your records, attach and write “see attached” in the space above.)
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Prior Authorization / Therapy Attachment Page 3 of 3
HCF 11008 (Rev. 01/02)

SECTION G. PLAN OF CARE
INSTRUCTIONS: Identify the specific, measurable, objective, and functional goals for the recipient (to be met by the end of this PA request); and

(1) the therapist required skills/treatment techniques that will be used to meet each goal; and
(2) designate (with an asterisk [*]) which goals are reinforced in a carry-over program.

Expressivelanguage— Long-Term God: Recipient will spontaneoudy use wordsto communicate.

1. Recipientwill spontaneoudy useten single-word approximationsduring a15-minuteplay activity with peersastalied
by the speech-language pathol ogist.*

2. Whenusing signlanguage, the recipient will spontaneoudy pair word approximationswith 75% of thesignstallied by
the speech-language pathol ogi<t, during a20-minuteindividual therapy session.*

3. Recipient will increase the number of spontaneous signed words from six to 10 as observed by the speech-language
pathologist during group therapy at the day care or individual therapy sessionsand as reported by the recipient’s mother.*

Receptivelanguage— Long-Term Goal: Recipient’smother will report recipient followsdirectionsin variousenvironments
withlittleverbal redirection.
1. Recipientwill follow nove, two-step directions during 90% of opportunitiesfor three consecutivetherapy sessions(group
or individua) astdlied by the speech-language pathol ogist.*
(If the plan of care is concisely written in other documentation prepared for the recipient's records, attach and write “see attached” in the space above.)
SECTION H. REHABILITATION POTENTIAL
INSTRUCTIONS: Complete the following sentences based upon the professional assessment.
(1) Upon discharge from this episode of care, the recipient will be able to

Communicate using gestures and some words.

(2) Upon discharge from this episode of care, the recipient may continue to require the following supportive services

Early childhoodintervention or speech-language therapy to continue building language.
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(3) The recipient/recipient’s caregivers support the therapy plan of care by the following activities and frequency of carryover

Services are provided in the home or day care. The parents or the day care provider participatesin each sesson and
incorporatestreatment activitiesinto the child’splay activitiesand daily routines.

(4) Itis estimated this episode of care will end (provide approximate end time)

Thisepisode of carewill endin approximately five months when the child turnsthree and transitionsto the school digtrict’s
early childhood program. The child continuesto demonstrate significant objective, measurable progress asaresult of
therapy. Discharge at thistimeis not appropriate.

SIGNATURE - Physician Date Signed

T.M Providen MM/DD/YYYY
SIGNATURE - Providing Therapist Date Signed

Tm Praoviden MM/DD/YYYY
SIGNATURE - Recipient or Recipient Caregiver (optional) Date Signed
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Appendix 8

Prior Authorization/Therapy Attachment (PA/TA) (for photocopying)

(A copy of the Prior Authorization / Therapy Attachment [PA/TA] is located on the
following pages.)
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DEPARTMENT OF HEALTH AND FAMILY SERVICES STATE OF WISCONSIN
Division of Health Care Financing (800) 947-9627
HCF 11008 (Rev. 01/02)

PRIOR AUTHORIZATION / THERAPY ATTACHMENT

SECTION A. RECIPIENT / PROVIDER INFORMATION

1. Recipient's Name — Last First MI 2. Recipient's Medicaid ID Number | 3. Recipient's Age
4. Therapist's Name & Credentials 5. Therapist's Medicaid Provider No. | 6. Therapist's Telephone No.
7. Referring / Prescribing Physician’'s Name 8. Requesting Prior Authorization (PA) For

O Physical Therapy O Occupational Therapy O Speech Therapy
9. Total Time Per Day Requested 10. Total Sessions Per Week Requested
11. Total Number of Weeks Requested 12. Requested Start Date

SECTION B. PERTINENT DIAGNOSES / PROBLEMS TO BE TREATED
INSTRUCTIONS: Provide a description of the recipient’s current treatment diagnosis, any underlying conditions, and problem(s) to be treated, including

dates of onset.

SECTION C. BRIEF PERTINENT MEDICAL / SOCIAL INFORMATION
INSTRUCTIONS: Include referral information, living situation, previous level of function, any change in medical status since previous PA request(s),
and any other pertinent information.
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SECTION D. PERTINENT THERAPY INFORMATION
1. INSTRUCTIONS: Document the chronological history of treatment for the diagnoses (identified under Section B), dates of those treatments, and
the recipient’s functional status following those treatments.

Provider Type
(e.q., OT, PT, ST) Dates of Treatment Functional Status after Treatment
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Prior Authorization / Therapy Attachment
HCF 11008 (Rev. 01/02)

Page 2 of 3

2. INSTRUCTIONS: List other service providers that are currently accessed by the recipient for those treatment diagnoses identified under “B”, (i.e.,
home health, school, behavior management, home program, dietary services, therapies). Briefly document the coordination of the therapy
treatment plan with these other service providers. Documentation may include phone logs, summarization of conversations/written communication,

copies of plans of care, staffing reports, received written reports, etc.

3. INSTRUCTIONS: Check the appropriate box and circle the appropriate form, if applicable.

|:| The current Individualized Education Program (IEP)/Individualized Family Service Plan (IFSP)/Individual Program Plan

(IPP) is attached to this PA request.
|:| The current IEP/IFSP/IPP is attached to PA Number

El There is no IEP/IFSP/IPP because

|:| Co-treatment with another therapy provider is within the plan of care.
|:| Referenced report(s) is attached (list any report[s])

SECTION E. EVALUATION (COMPREHENSIVE RESULTS OF FORMAL / INFORMAL TESTS AND MEASUREMENTS
THAT PROVIDE BASELINE FOR THE RECIPIENT'S FUNCTIONAL LIMITATIONS)
INSTRUCTIONS: Attach a copy of the initial evaluation, or the most recent evaluation or re-evaluation; or indicate with which PA number this

information was previously submitted.

D Comprehensive initial evaluation attached. Date of initial comprehensive evaluation

O Comprehensive initial evaluation submitted with PA number

O current re-evaluation attached. Date of most current evaluation or re-evaluation(s)

|:| Current re-evaluation submitted with PA number

SECTION F. PROGRESS

INSTRUCTIONS: Describe progress in specific, measurable, objective, and functional terms (using consistent units of measurement) that are related

to the goals/limitations, since treatment was initiated or last authorized.

Previous Status / Date
Goal / Limitation 1 I

Status as of Date of PA Request /
Date (/[ [ )

(If this information is concisely written in other documentation prepared for your records, attach and write “see attached” in the space above.)



Prior Authorization / Therapy Attachment Page 3 of 3
HCF 11008 (Rev. 01/02)

SECTION G. PLAN OF CARE
INSTRUCTIONS: Identify the specific, measurable, objective, and functional goals for the recipient (to be met by the end of this PA request); and

(1) the therapist required skills/treatment techniques that will be used to meet each goal; and
(2) designate (with an asterisk [*]) which goals are reinforced in a carry-over program.

(If the plan of care is concisely written in other documentation prepared for the recipient's records, attach and write “see attached” in the space above.)

SECTION H. REHABILITATION POTENTIAL
INSTRUCTIONS: Complete the following sentences based upon the professional assessment.

(1) Upon discharge from this episode of care, the recipient will be able to

(2) Upon discharge from this episode of care, the recipient may continue to require the following supportive services

(3) The recipient/recipient’s caregivers support the therapy plan of care by the following activities and frequency of carryover

(4) Itis estimated this episode of care will end (provide approximate end time)

SIGNATURE - Physician Date Signed
SIGNATURE - Providing Therapist Date Signed
SIGNATURE - Recipient or Recipient Caregiver (optional) Date Signed

Reset Form
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Appendix 9

Prior Authorization Request Form (PA/RF) for Spell of lliness
Completion Instructions (Speech and Language Pathology)

Element 1 — Processing Type
Enter processing type 116 — Speech and language pathology (Spell of 11lness [SOI] Only). The “processing type” is
athree-digit code used to identify a category of service requested.

Element 2 — Recipient’s Medical Assistance ID Number
Enter the recipient’s 10-digit Medicaid identification number. Do not enter any other numbers or |etters.

Element 3 — Recipient’s Name
Enter therecipient’ slast name, first name, and middleinitial. Usethe Eligibility Verification System (EV S) to obtain
the correct spelling of the recipient’ s name. If the name or spelling of the name on the Medicaid identification card
and the EV'S do not match, use the spelling from the EVS.

Element 4 — Recipient Address
Enter the complete address (street, city, state, and ZIP code) of the recipient’s place of residence. If the recipient is
aresident of anursing home or other facility, also include the name of the nursing home or facility.

Element 5 — Date of Birth
Enter the recipient’ s date of birthin MM/DD/YYY'Y format (e.g., June 30, 1975, would be 06/30/1975).

Element 6 — Sex
Enter an “X” to specify whether the recipient is male or female.

Element 7 — Billing Provider Name, Address, ZIP Code
Enter the billing provider’s name and complete address (street, city, state, and ZIP code). No other information
should be entered into this element since it also serves as a return mailing label.
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Element 8 — Billing Provider Telephone Number
Enter the billing provider’ stelephone number, including the areacode, of the office, clinic, facility, or place of
business.

Element 9 — Billing Provider No.
Enter thebilling provider’ seight-digit Medicaid provider number.

Element 10 — Dx: Primary
Enter the appropriate International Classification of Diseases, Ninth Revision, Clinical Modification (1CD-9-
CM) diagnosis code and description most relevant to the service/procedure regquested for the recipient.

Element 11— Dx: Secondary
Enter the appropriate |CD-9-CM diagnosi s code and description additionally descriptive of therecipient’sclinical

condition.

Element 12 — Start Date of SOI
Enter the date of onset for the SOI in MM/DD/YYYY format (e.g., March 1, 2003, would be 03/01/2003).
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Appendix 9
(Continued)

Element 13 — First Date Rx
Enter the date of the first treatment for the SOI in MM/DD/YYYY format (e.g., March 1, 2003, would be
03/01/2003).

Element 14 — Procedure Code
Enter the appropriate Wisconsin Medicaid-assigned five-digit procedure code for each service/procedure/item
requested.

Element 15 — MOD (not required)

Element 16 — POS
Enter the appropriate Medicaid single-digit place of service code designating where the requested service/
procedure/item would be provided/performed/dispensed.

Code  Description

0 Other
I npatient Hospital
Outpatient Hospital
Office
Home
Nursing Facility
Skilled Nursing Facility

00 N b~ WDN P

Element 17 — TOS
Enter the appropriate Medicaid single-digit type of service code for each service/procedure/item regquested.

Code  Description
1 Medical
9 Rehabilitation Agency

Element 18 — Description of Service
Enter a written description corresponding to the appropriate five-digit procedure code for each service/procedure/
item reguested.

Element 19 — QR (not required)
Element 20 — Charges (not required)
Element 21 — Total Charge (not required)

Element 22 — Billing Claim Payment Clarification Statement
An approved authorization does not guarantee payment. Reimbursement is contingent upon the recipient’s and
provider’seligibility at the timethe serviceis provided and the compl eteness of the claim information. Payment is not
made for servicesinitiated prior to approval or after authorization expiration. Reimbursement isin accordance with
Wisconsin Medicaid payment methodology and policy. If the recipient is enrolled in amanaged care program at the
timeaprior authorized serviceis provided, Medicaid reimbursement isonly alowed if the serviceis not covered by
the managed care program.

Element 23 — Date
Enter the month, day, and year (in MM/DD/YY Y'Y format) the Prior Authorization Request Form (PA/RF) was
completed and signed.
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Appendix 9
(Continued)

Element 24 — Requesting Provider Signature
The signature of the provider requesting/performing/dispensing the service/procedure/item must appear in this

element.
DO NOT ENTER ANY INFORMATION BELOW THE SIGNATURE OF THE REQUESTING

PROVIDER — THIS SPACE IS USED BY THE WISCONSIN MEDICAID CONSULTANT(S) AND
ANALYST(S).
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Appendix 10

Sample Prior Authorization Request Form (PA/RF) for Spell of Iliness
(Speech and Language Pathology)

MAIL TO: PRIOR AUTHORIZATION REQUEST FORM 1 PROCESSING TYPE
E.D.S. FEDERAL CORPORATION
PRIOR AUTHORIZATION UNIT (DO NOT WRITE IN THIS SPACE)
6406 BRIDGE ROAD ICN # 116
SUITE 88 AT #
MADISON, WI 53784-0088 P.A. #1 2 345 6 7
2 RECIPIENT’S MEDICAL ASSISTANCE ID NUMBER 4 RECIPIENT ADDRESS (STREET, CITY, STATE, ZIP CODE)
1234567892 609 Willow S.
3 RECIPIENT'S NAME (LAST, FIRST, MIDDLE INITIAL)
Recipient, ImA. Anytown, WI 55555
5 DATE OF BIRTH 6 SEX I:I 8 BILLING PROVIDER TELEPHONE NUMBER
MM/DD/YYYY M FIX ( XXX ) XXX-XXXX
7 BILLING PROVIDER NAME, ADDRESS, ZIP CODE: 9 BILLING PROVIDER NO.
. 10000000
|.M. Provider 10 DX: PRIMARY : .
TW.Will 854 Intracranial braininjury.
" I IaT]S 11 DX: SECONDARY .
Anytown, WI 55555 784.5 Dysarthria
12 START DATE OF SOI: 13 FIRST DATE RX:
MM/DD/YYYY MM/DD/YYYY
" PROCEDURE CODE oo |%pos |"10s | DESCRIPTION OF SERVICE ® ar 2 CHARGES
92506 8 9 | Speech/Language Evduation
92507 8 9 | Speech/Language Therapy
22. An approved authorization does not guarantee payment. CLTI;\(!&-E 21

Reimbursement is contingent upon eligibility of the
recipient and provider at the time the service is provided and the completeness of the claim information. Payment will not be made
for services initiated prior to approval or after authorization expiration date. Reimbursement will be in accordance with Wisconsin Medical
Assistance Program payment methodology and Policy. If the recipient is enrolled in a Medical Assistance HMO at the time a prior
authorized service is provided, WMAP reimbursement will be allowed only if the service is not covered by the HMO.

o MMIDDIYYYY ,, I Treudun

DATE REQUESTING PROVIDER SIGNATURE

(DO NOT WRITE IN THIS SPACE)

AUTHORIZATION:

| | PROCEDURE(S) AUTHORIZED TY AUTHORIZED

GRANT DATE EXPIRATION DATE

MODIFIED - REASON:

DO NOT writeinthisspace.
DENIED ~  REASON: Reserved for Medicaid use.

REASON:

DATE CONSULTANT/ANALYST SIGNATURE
482-120
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Appendix 11

Prior Authorization Spell of lliness Attachment (PA/SOIA) Completion
Instructions (Speech and Language Pathology)

Note Do not use this attachment to request prior authorization (PA) to extend treatment beyond 35 treatment days for the
same spell of illness (SOI); use the Prior Authorization Therapy Attachment (PA/TA).

Recipient Information

Element 1 — Last Name
Enter the recipient’ slast name. Use the Eligibility Verification System (EV S) to obtain the correct spelling of the
recipient’s name. If the name or spelling of the name on the Medicaid identification card and the EV S do not match,

use the spelling from the EV'S.

Element 2 — First Name
Enter the recipient’s first name. Use the EV S to obtain the correct spelling of the recipient’s name. If the name or
spelling of the name on the Medicaid identification card and the EV S do not match, use the spelling from the EV'S.

Element 3 — Middle Initial
Enter the recipient’ s middle initial. Use the EV S to obtain the correct initial of the recipient’ s name. If theinitial on
the Medicaid identification card and the EV S do not match, use theinitial from the EVS.

Element 4 — Medical Assistance ID Number
Enter the recipient’s 10-digit Medicaid identification number. Do not enter any other numbers or | etters.

Element 5 — Age
Enter the age of the recipient in numerical form (e.g., 21, 45, 60).
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Provider Information

Element 6 — Therapist’s Name and Credentials
Enter the name and credentials of the primary therapist who is responsible for and participating in therapy services
for therecipient. If the performing provider isanonbilling performing provider, enter the name of the supervising
therapist.

Element 7 — Therapist’s Medical Assistance Provider Number
Enter the performing provider’ seight-digit provider number. If the performing provider isanonbilling performing
provider, enter the provider number of the supervising therapist. Rehabilitation agencies do not indicate aperforming
provider.

Element 8 — Therapist’s Telephone Number
Enter the performing provider’ s telephone number, including the area code, of the office, clinic, facility, or place of
business. If the performing provider isanonbilling performing provider, enter the telephone number of the
supervising therapist.

Element 9 — Referring/Prescribing Physician’s Name
Enter the name of the physician referring/prescribing the eval uation/treatment.

Part A
Enter an “X” in the appropriate box to indicate a physical therapy, occupational therapy, or speech and language
pathology SOI request.
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Part B
Enter adescription of the recipient’ s diagnosis and problems. Indicate what functional regression has occurred and
what the potential isto reachieve the previous skill.

Part C
Attach a copy of the recipient’ stherapy plan of care, including a current dated evaluation, to the Prior Authorization
Spell of IlIness Attachment (PA/SOIA) before submitting the SOI request.

Part D
Enter the anticipated end date of the SOI in the space provided.

Part E
Attach the physician’ s dated signature on either the therapy plan of care or the copy of the physician’s order sheet.
Read the “ Prior Authorization Statement” before signing and dating the attachment.

Part F
The signature of the prescribing physician and the date must appear in the space provided. (A signed copy of the
physician’s order sheet is acceptable.)

Part G
The dated signature of the therapist providing eval uation/treatment must appear in the space provided.
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Appendix 12

Sample Prior Authorization Spell of lllness Attachment (PA/SOIA)
(Speech and Language Pathology)

1. Complete this form

Mail To:
E.D.S. FEDERAL CORPORATION 2. Attach to PA/RF
Prior Authorization Unit PAI SOIA (Prior Authorization Request Form)
Suite 88 .
6406 Bridge Road PRIOR AUTHORIZATION 3. Mail to EDS
Madison, WI 53784-0088 SPELL OF ILLNESS ATTACHMENT
(Physical, Occupational, Speech Therapy)
RECIPIENT INFORMATION
Recipient Im A 1234567890 55
LAST NAME FIRST NAME MIDDLE INIT!AL MEDICAL ASSISTANCE 1D NUMBER AGE
PROVIDER INFORMATION
® @
I.M. Performing, MS, CCC-SLP 87654321 (XXX IXXX-XXXX
THERAPIST'S NAME THERAPIST'S MEDICAL ASSISTANCE THERAPIST'S TELEPHONE NUMBER
AND CREDENTIALS PROVIDER NUMBER
I. M. Referring
REFERRING/PRESCRIBING
PHYSICIAN'S NAME
A. O Physical Therapy SOI O Occupational Therapy SOI X Speech Therapy SOI

B. Provide a description of the recipient’s diagnosis and problems.
Indicate the functional regression which has occurred and the potential to reachieve the previous skill level.

Recipient wasinvolved in M.V.A. MM/DD/YYY'Y with resultant T.B.l. with coma and multiple internal injuries. Dysarthria, word-finding
difficulty, short-term memory problems, and dysphagia were present. Acute hospitalization and follow-up rehabilitation on MM/DD/YYY'Y.
Recipient was discharged home to live with hiswifeon MM/DD/Y Y Y'Y . Upon discharge, the recipient was judged to be 80% intelligible
during conversation, continued to have minimal word-finding difficulty, relied on adaily calendar to maintain appointments, and ate a general
diet with thin liquids. Nine months later, a general regression in his ability to perform self-care was noted. His wife reported significantly
slurred speech, spillage of food during meals, and coughing minutes after eating. He was admitted to this nursing facility for the purpose of
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regaining functional abilities.
C. Attach a copy of the recipient's Therapy Plan of Care, including a current evaluation.

See Attached
D. What is the anticipated end date of the spell of illness?
MM/DD/YYYY
E. Supply the physician's dated signature on either the Therapy Plan of Care or the Physician's Order Sheet.

THE PROVISION OF SERVICES WHICH ARE GREATER THAN OR SIGNIFICANTLY DIFFERENT FROM
THOSE AUTHORIZED MAY RESULT IN NON-PAYMENT OF THE BILLING CLAIM(S).

F. Signature of Prescribing Physician Date

(A copy of the Physician's Order Sheet is acceptable)
. - ToA TProwden MM/DD/YYYY
) Date

Signature of Therapist Providing Evaluation/Treatment
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Appendix 13

Prior Authorization Spell of lllness Attachment (PA/SOIA)
(for photocopying)

(A copy of the Prior Authorization Spell of lliness Attachment [PA/SOIA] is located
on the following page.)
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Mail To: 1. Complete this form

E.D.S. FEDERAL CORPORATION 2. Attach to PA/RF

Prior Authorization Unit PAI SOIA (Prior Authorization Request Form)
Suite 88 .

6406 Bridge Road PRIOR AUTHORIZATION 3. Mail to EDS

Madison, Wi 53784-0088 SPELL OF ILLNESS ATTACHMENT

(Physical, Occupational, Speech Therapy)

RECIPIENT INFORMATION

) @ ® ® ®

LAST NAME FIRST NAME MIDDLE INITIAL MEDICAL ASSISTANCE |D NUMBER ’ AGE

PROVIDER INFORMATION

® @
( )

THERAPIST'S NAME THERAPIST'S MEDICAL ASSISTANCE THERAPIST'S TELEPHONE NUMBER
AND CREDENTIALS PROVIDER NUMBER

®

REFERRING/PRESCRIBING
PHYSICIAN'S NAME

A. 0O Physical Therapy SOI O Occupational Therapy SOI O Speech Therapy SOI

B. Provide a description of the recipient’s diagnosis and problems.
Indicate the functional regression which has occurred and the potential to reachieve the previous skiil level.

C. Attach a copy of the recipient’'s Therapy Plan of Care, including a current evaluation.
D. What is the anticipated end date of the spell of illness?

E. Supply the physician's dated signature on either the Therapy Plan of Care or the Physician’s Order Sheet.

THE PROVISION OF SERVICES WHICH ARE GREATER THAN OR SIGNIFICANTLY DIFFERENT FROM
THOSE AUTHORIZED MAY RESULT IN NON-PAYMENT OF THE BILLING CLAIM(S).

Signature of Prescribing Physician Date
(A copy of the Physician’s Order Sheet is acceptable)

Signature of Therapist Providing Evaluation/Treatment Date

Reset Form




Appendix 14

Prior Authorization Request Form (PA/RF) Completion Instructions to Be
Submitted with the Prior Authorization/Birth to 3 Therapy Attachment
(PA/B3)

Element 1 — Processing Type
Enter the appropriate three-digit processing type from the list below. The“processing type” isathree-digit code used to
identify a category of service requested.

160 — Physicd Therapy
161 — Occupationd Therapy
162 — Speech and Language Pathology

Element 2 — Recipient’s Medical Assistance ID Number
Enter therecipient’s 10-digit Medicaid identification number. Do not enter any other numbersor letters.

Element 3 — Recipient’'s Name

Enter therecipient’slast name, first name, and middleinitial. Usethe Eligibility Verification System (EV S) to obtainthe
correct spelling of the recipient’s name. If the name or spelling of the name on the Medicaid identification card and the EVS
do not match, usethe spelling fromthe EVS.

Element 4 — Recipient Address
Enter the complete address (street, city, state, and ZIP code) of the recipient’s place of residence. If therecipientisa
resident of anursing home or other facility, also include the name of the nursing home or facility.

Element 5 — Date of Birth
Enter the recipient’s date of birthin MM/DD/YY Y'Y format (e.g., September 25, 1975, would be 09/25/1975).

Element 6 — Sex
Enter an “ X" to specify whether the recipient is mae or female.
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Element 7 — Billing Provider’s Name, Address, ZIP Code
Enter the billing provider’'s name and complete address (street, city, state, and ZIP code). No other information should be
entered into this element since it also serves as a return mailing labdl.

Element 8 — Billing Provider Telephone Number
Enter thebilling provider’ stel ephone number, including the area code, of the office, clinic, facility, or place of business.

Element 9 — Billing Provider No.
Enter thebilling provider’seight-digit Medicaid provider number.
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Appendix 14

(Continued)
Element 10 — Dx: Primary
Enter the appropriate International Classification of Diseases, Ninth Edition, Clinical Modification (1CD-9-CM)
diagnosis code and description most relevant to the service/procedure requested for the recipient.

Element 11 — Dx: Secondary
Enter the appropriate |CD-9-CM diagnosis code and description additionally descriptive of therecipient’sclinical condition.

Element 12 — Start Date of SOl (not required)
Element 13 — First Date Rx (not required)
Element 14 — Procedure Code (not required)

Element 15 — MOD
Enter the modifier corresponding to the type of therapy listed bel ow:

M odifier Therapy Type
oT Occupational Therapy
PT Physical Therapy

Leave blank — no modifier required Speech and Language Pathology

Element 16 — POS
Enter the number of the place of service in which therapy will usually be provided:

Code Description
0 Other
3 Clinic
4 Home

Element 17 — TOS
Enter the appropriate Medicaid single-digit type of service code:

Code Description
1 All other provider types
9 Rehabilitation agency

Element 18 — Description of Service
Enter “Birth to 3" and the type of therapy services (e.g., “Birthto 3 OT services’ for occupationa therapy services).

Element 19 — QR (not required)

Element 20 — Charges (not required)

Element 21 — Total Charge (not required)

Element 22 — Billing Claim Payment Clarification Statement

An approved authorization does not guarantee payment. Reimbursement is contingent upon the recipient’sand provider's

eligibility at thetimethe serviceis provided and the compl eteness of the claim information. Payment is not made for services
initiated prior to gpproval or after authorization expiration. Reimbursement isin accordance with Wisconsin Medicaid
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Appendix 14

(Continued)
methodology and palicy. If the recipient isenrolled in amanaged care program at thetime aprior authorized serviceis
provided, Wisconsin Medicaid reimbursement isonly allowed if the serviceis not covered by the managed care program.

Element 23 — Date
Enter the month, day, and year (in MM/DD/YYY'Y format) the Prior Authorization Request Form (PA/RF) was completed

andsigned.

Element 24 — Requesting Provider Signature
The signature and credentials of the provider performing the service must appear in this element. In the blank spaceto the
right of Element 24, indicate the start date for which services are being requested.

DO NOT ENTER ANY INFORMATION BELOW THE SIGNATURE OF THE REQUESTING PROVIDER
— THIS SPACE IS USED BY WISCONSIN MEDICAID CONSULTANTS AND ANALYSTS.
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Appendix 15

Sample Prior Authorization Request Form (PA/RF) to Be Submitted with
the Prior Authorization/Birth to 3 Therapy Attachment (PA/B3)

MAIL TO: PRIOR AUTHORIZATION REQUEST FORM 1 PROCESSING TYPE
E.D.S. FEDERAL CORPORATION
PRIOR AUTHORIZATION UNIT PA/RF | (Do NOT WRITE IN THIS SPACE)
6406 BRIDGE ROAD ICN # 162
SUITE 88 AT #
MADISON, WI 53784-0088 P.A. #
2 RECIPIENT'S MEDICAL ASSISTANCE ID NUMBER 4 RECIPIENT ADDRESS (STREET, CITY, STATE, ZIP CODE)
1234567890 609 Willow S.
3 RECIPIENT'S NAME (LAST, FIRST, MIDDLE INITIAL) Anytovvn WI 55555
. - 1
Recipient, Ima
5 DATE OF BIRTH 6 SEX |:| 8 BILLING PROVIDER TELEPHONE NUMBER
MM/DD/YYYY M FIX ( XXX ) XXX-XXXX
7 BILLING PROVIDER NAME, ADDRESS, ZIP CODE: 9 BILLING PROVIDER NO.
.M. Billi
r:g 10 DX: PRIMARY
1W. Williams 783.4 Developmentd delays

11 DX: SECONDARY

Anytown, WI| 55555

12 START DATE OF SOl 13 FIRST DATE RX:
15 16 17 18 19 20
PROCEDURE CODE MOD POS TOS DESCRIPTION OF SERVICE QR CHARGES
4 |1 Birthto 3 SLPservices

>
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22. An approved authorization does not guarantee payment TOTAL (%

' Y : CHARGE

Reimbursement is contingent upon eligibility of the
recipient and provider at the time the service is provided and the completeness of the claim information. Payment will not be made

for services initiated prior to approval or after authorization expiration date. Reimbursement will be in accordance with Wisconsin Medical
Assistance Program payment methodology and Policy. If the recipient is enrolled in a Medical Assistance HMO at the time a prior
authorized service is provided, WMAP reimbursement will be allowed only if the service is not covered by the HMO.

T Troudwn

. MMDDYYYY n
DATE REQUESTING PROVIDER SIGNATURE
AUTHORIZATION:

NTITY AUTHORIZED

‘ | | PROCEDURE(S) AUTHORIZED

GRANT DATE EXPIRATION DATE

[]
MODIFIED -  REASON: DO NOT writein thisspace.
] Reserved for Medicaid use.

DENIED - REASON:

REASON:

DATE CONSULTANT/ANALYST SIGNATURE
482-120
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Appendix 16

Prior Authorization/Birth to 3 Therapy Attachment (PA/B3)
(for photocopying)

(A copy of the Prior Authorization/Birth to 3 Therapy Attachment
[PA/B3] is located on the following page.)
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DEPARTMENT OF HEALTHAND FAMILY SERVICES STATE OF WISCONSIN
Division of Health Care Financing

HCF 11011 (06/02) WISCONSIN MEDICAID
PRIOR AUTHORIZATION / BIRTH TO 3 THERAPY ATTACHMENT (PA/B3)

The Wisconsin Medicaid program requires information to enable the Medicaid program to authorize and pay for medical services
provided to eligible recipients.

Recipients are required to give providers full, correct, and truthful information for the submission of correct and complete claims for
Medicaid reimbursement. This information shall include but is not limited to information concerning eligibility status, accurate
name, address, and Medicaid identification number (HFS 104.02[4], Wis. Admin. Code).

Under s. 49.45(4), Wis. Stats., personally identifiable information about Medicaid applicants and recipients is confidential and is
used for purposes directly related to the Medicaid program administration such as determining eligibility of the applicant or pro-
cessing provider claims for reimbursement. Failure to supply the information requested by the form may result in denial of Medicaid
payment for the services.

REMINDER TO PROVIDERS
Providers are reminded that all services must meet the rules and regulations of Wisconsin Medicaid as found in HFS 101-108, Wis.
Admin. Code. Providers are further reminded that prior authorization (PA) does not guarantee payment for the service.

SUBMITTING PRIOR AUTHORIZATION REQUESTS
Attach this form to the Prior Authorization Request Form (PA/RF). Providers may submit PA requests by fax to Wisconsin Medicaid at
(608) 221-8616. Providers may also mail requests to Wisconsin Medicaid at:

Wisconsin Medicaid
Prior Authorization

Ste 88

6406 Bridge Rd
Madison WI 53784-0088

Name — Recipient (Last, First, Middle Initial) Recipient Medicaid Identification Number

Name — Therapist (Last, First, Middle Initial) Therapist or Rehabilitation Agency Medicaid Provider Number

By my signature below, | hereby attest that:

* | am providing an evaluation completed for the purpose of determining the recipient’s eligibility for the Birth to 3 Program or for the
purpose of initiating and/or providing therapy services as part of the Individualized Family Service Plan (IFSP) developed for the
recipient.

OR
* | am providing ongoing therapy services and | certify that all of the following are true:

V' The IFSP for the child named above was or will be developed and implemented in accordance with the requirements set
forth in HFS 90, Wis. Admin. Code.

V' The therapy services | am providing to the recipient named above are as stated in the child’s current and valid IFSP.

V' The frequency and duration of services | am providing to the child named above reflects the frequency and duration of services

listed in the recipient’s IFSP.

V. The recipient of the services is enrolled in a Birth to 3 (B-3) Program for all dates of service and is younger than three years of age.
Vv lama therapist employed by a B-3 Program or am under agreement with a B-3 agency to provide B-3 services.
V' The therapy services provided meet all the applicable rules and regulations as stated in HFS 101-108, Wis. Admin. Code, and

Wisconsin Medicaid and BadgerCare Updates.
V' I understand that | am required to maintain a record of services provided to the child named above, per HFS 106, Wis. Admin.

Code.

SIGNATURE — Therapist Date Signed (MM/DD/YYYY)

Reset Form
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Allowable Types of Service and Places of Service for

Specific Providers

Type of Service Place of Service*

stroboscopy

Independent Therapists, Therapy 1 0,1,2,3,4,7,8
Groups, and Therapy Clinics
Rehabilitation Agencies 9 0,3,4,7,8
Daily -
FiaEEeUle Description Service . B_|II|n_g Additional Conditions
Code Limit** Limitations
31575 Laryngoscopy, flexible fiberoptic; diagnostic 1 Use this code if speech-language pathologist actually
inserts laryngoscope. Do not use this code if speech-
language pathologist is providing an analysis and does
not insert the laryngoscope; instead, use code 92506 or
92610, as appropriate. For treatment, use 92507 or
92526, as appropriate.
This service is to be performed according to the
American Speech-Language-Hearing Association (ASHA)
Code of Ethics and ASHA Training Guidelines for
Laryngeal Videoendoscopy/Stroboscopy.
31579 Laryngoscopy, flexible or rigid fiberoptic, with 1 Use this code if speech-language pathologist actually

inserts laryngoscope. Do not use this code if speech-
language pathologist is providing an analysis and does
not insert the laryngoscope; instead, use code 92506 or
92610 as appropriate.

This service is to be performed according to the ASHA
Code of Ethics and ASHA Training Guidelines for
Laryngeal Videoendoscopy/Stroboscopy.

*Place of service

0 = Other

1 = Inpatient Hospital
2 = Outpatient Hospital

4 = Home

3 = Doctor Office
**In accordance with Medicare, providers cannot bill for services performed for less than eight minutes.

7 = Nursing Home/Extended Care
8 = Skilled Nursing Facility
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Procedure - Dal!y Billing . .
Description Service s Additional Conditions
Code Limit* Limitations
92506** Evaluation of speech, language, voice, 1 Cannot use This code is also used for re-evaluation.
communication, auditory processing, and/or on the same
aural rehabilitation status date of
service (DOS)
as 96105 or
92510.
92507** Treatment of speech, language, voice, 1 Cannot use Therapy addressing communication/cognitive impairment
communication, and/or auditory processing on the same | should use this code.
disorder (includes aural rehabilitation); DOS as
individual 92510. If treatment focus is aural rehabilitation as a result of
cochlear implant, use code 92510.
92508** group, two or more individuals*** 1 Group is limited to two to four individuals.
92510 Aural rehabilitation following cochlear implant 1 Cannot use Prior authorization is always required.
(includes evaluation of aural rehabilitation on the same
status and hearing, therapeutic services) with DOS as Use this procedure code for evaluation and treatment.
or without speech processor programming 92506 or
92507.
92511 Nasopharyngoscopy with endoscope 1 Use this code if speech-language pathologist actually
(separate procedure) inserts endoscope. Do not use this code if speech-
language pathologist is providing an analysis and does
not insert the scope; instead, use code 92506 or G0195
as appropriate.
Use this code for evaluation of dysphagia or assessment
of velopharyngeal insufficiency or incompetence.
This service is to be performed according to the ASHA
Code of Ethics and ASHA Training Guidelines for
Laryngeal Videoendoscopy/Stroboscopy.

92512 Nasal function studies (eg, rhinomanometry) 1 Use this code if completing aerodynamic studies, oral
pressure/nasal airflow, flow/flow studies, or
pressure/pressure studies.

92520 Laryngeal function studies 1 Use this code for laryngeal air flow studies, subglottic air

pressure studies, acoustic analysis, EGG
(electroglottography) laryngeal resistance.

*In accordance with Medicare, providers cannot bill for services performed for less than eight minutes.

**Procedure code may be billed under the Birth to 3 (B-3) prior authorization (PA) process.
***Wisconsin Medicaid limits group to two to four individuals.
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Daily

FOESEITE Description Service . B.'“m.g Additional Conditions
Code Limit* Limitations
92526** Treatment of swallowing dysfunction and/or 1 The recipient must have an identified physiological
oral function for feeding swallowing and/or feeding problem. This is to be
documented using professional standards of practice
such as identifying oral phase, esophageal phase or
pharyngeal phase dysphagia, baseline of current
swallowing and feeding skills not limited to signs of
aspiration, an oral mechanism exam, report of how
nutrition is met, current diet restrictions, compensation
strategies used, and level of assistance needed.
92599 Unlisted otorhinolaryngological service or 1 Prior authorization is always required.
procedure
Use this code when no other Current Procedural
Terminology code description appropriately describes the
evaluation or treatment.
96105 Assessment of aphasia (includes assessment 1.5*** [ Cannot use
of expressive and receptive speech and on the same
language function, language comprehension, DOS as
speech production ability, reading, spelling, 92506,
writing, eg, by Boston Diagnostic Aphasia G0197,
Examination) with interpretation and report, G0199, or
per hour G0200.
G0193 Endoscopic study of swallowing function (also 1
fiberoptic endoscopic evaluation of
swallowing) (FEES)
G0194 Sensory testing during endoscopic study of 1 Only
swallowing referred to as fiberoptic allowable
endoscopic evaluation of swallowing with when used in
sensory testing (FEEST) conjunction
with G0193.
G0195** | Clinical evaluation of swallowing function (not 1

involving interpretation of dynamic
radiological studies or endoscopic study of
swallowing)

*In accordance with Medicare, providers cannot bill for services performed for less than eight minutes.
**Procedure code may be billed under the B-3 PA process.
***96105: The procedure code description defines this code as one hour. One unit of this code = 1 hour. A maximum of 90 minutes or 1.5 units is
allowable. If less or more than one hour is used, bill in decimals to the nearest quarter hour. For example, 45 minutes = .75 and 30 minutes = .5.
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Procedure
Code

Description

Daily
Service
Limit*

Billing
Limitations

Additional Conditions

G0196

Evaluation of swallowing involving swallowing
of radio-opaque materials

1

Accompanying a recipient to a swallow study is not
reimbursable.

This code involves the participation and interpretation
of results from the dynamic observation of the patient
swallowing materials of various consistencies. It is
observed fluoroscopically and typically recorded on
video. The evaluation involves using the information to
assess the patient's swallowing function and
developing a treatment plan for the patient.

G0197**

Evaluation of patient for prescription of
speech-generating devices

Cannot use
on the same
DOS as
96105.

This code describes the services to evaluate a patient
to specify the speech-generating device recommended
to meet the patient's needs and capacity.

Evaluation of picture communication books, manual
picture boards, sign language, the Picture Exchange
Communication System, picture cards, gestures, etc.,
are not included in the reimbursement for this code;
instead, use code 92506.

G0198**

Patient adaptation and training for use of
speech-generating devices

This code describes the face-to-face services delivered
to the patient to adapt the device to the patient and
train him or her in its use.

Therapy with a focus on picture communication books,
manual picture boards, sign language, the Picture
Exchange Communication System, picture cards,
gestures, etc., are not included in the reimbursement
for this code; instead, use code 92507.

G0199**

Re-evaluation of patient using speech-
generating devices

Cannot use
on the same
DOS as
96105.

This code describes the services to re-evaluate a
patient who had previously been evaluated for a
speech-generating device, and is either currently using
a device or did not have a device recommended.

Re-evaluation of picture communication books, manual
picture boards, sign language, the Picture Exchange
Communication System, picture cards, gestures, etc.,
are not included in the reimbursement for this code;
instead, use code 92506.

In accordance with Medicare, providers cannot bill Tor services performed for less than eight minutes.
**Procedure code may be billed under the B-3 PA process.
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prosthetic

Procedure A Dal!y Billing . .
Code Description SL?rrT\]/iltcf Limitations Additional Conditions
G0200** | Evaluation of patient for prescription of voice 1 Cannot use This code describes the services to evaluate a patient for
prosthetic on the same | the use of a voice prosthetic device, e.g., electrolarynx or
DOS as tracheostomy speaking valve.
96105.
Evaluation of picture communication books, manual picture
boards, sign language, the Picture Exchange
Communication System, picture cards, gestures, etc., are
not included in the reimbursement for this code; instead,
use code 92506.
G0201** Modification or training in use of voice 1 Examples of voice prosthetic devices include, but are not

limited to, electrolarynx and tracheostomy-speaking valves.

Therapy to address picture communication books, manual
picture boards, sign language, the Picture Exchange
Communication System, picture cards, gestures, etc., are
not included in the reimbursement for this code; instead,
use code 92507.

*In accordance with Medicare, providers cannot bill for services performed for less than eight minutes.

**Procedure code may be billed under the B-3 PA process.
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Appendix 18

How “Medical Necessity” Is Applied When Evaluating Prior Authorization
Requests for Therapy Services

Application of Medical Necessity to Prior Authorization Requests

Wisconsin Medicaid relies on its definition of medical necessity to determine whether a particular item, service, or
procedure may be paid for with Medicaid funds.

Wisconsin Medicaid uses the prior authorization (PA) process to determine medical necessity and to assure that
appropriate therapy services are provided to Medicaid participants. Wisconsin Medicaid uses the standards of medical
necessity to assist in defining thresholds for decision making. It isimportant to remember that Wisconsin Medicaid
may only approve a PA request if all the standards of the definition of medical necessity are met.

Health care professionalslicensed in physical therapy, occupational therapy, or speech therapy employed by
Medicaid apply the definition of medical necessity in HFS 101.03(96m), Wis. Admin. Code, on a case-specific basis.
These standards permit incorporation of individualized risks, benefits, and preferences and also alow for reasonable
differencesin providers judgments and beliefs about available treatments.

The determination of medical necessity is based on the documentation submitted by the provider. Therefore, itis
essential that the information be complete, accurate, and specific to each individual’ s current condition and needs to
justify the service requested.

On aPA reguest for therapy services, Wisconsin Medicaid consultants look for:

* A comprehensiveassessment that identifies potentia ly remediableimpairmentsand objectively measuresfunctional
skillsand performance.

* Anindividualized plan of carethat addressesthe patient’s specific set of problems.

* Anidentification of the expected outcomes of intervention.

*  Anexpectation of how long it will take to achieve the desired outcomes, including requested frequency and duration of
intervention and dischargecriteria
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Thiscomprehensiveinformation about theindividual hel psto establish the functional potential of the recipient and
formsthe basis for determining whether the recipient will benefit from treatment. Medicaid consultantsrely on this
written documentation asacritical part of the determination of medical necessity. The information provided in the PA
request is reviewed to determine whether or not therapy services provided at a certain point in time will be effective
in achieving predictable, demonstrable, and attainable resultsto each individual in a cost-effective manner. The focus
of medically necessary therapy servicesin Wisconsin Medicaid is on intervention activities designed to produce
specific outcomes. These outcomes should have afunctional basis.

Each PA request presents an individual-specific situation and circumstance and is reviewed on the facts of the case.
No single factor such as diagnosis or age of the recipient will result in immediate approval or automatic denial of a PA
request for therapy services.

In 96% of the PA requests adjudicated for therapy services, providers document in sufficient detail to justify the
medical necessity of the therapy service.
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Appendix 18
(Continued)
Common reasons given for Medicaid therapy consultants’ findings of lack of medical necessity include:

»  Documentation failsto support that intervention by askilled professional isneeded.

» Basdine performanceisnot documented intermsof current level of function or skills of theindividual.

e Clinical informationisnot provided in sufficient detail to suggest that treatment goal s are reasonabl e given the current
ageand hedth status of theindividual, or that attainment of the goalswould result in predictable functional improvement
totheindividud.

« Individua hasfailed to make progresstoward the targeted goals and objectivesin areasonable time period and the
therapist has not modified the treatment plan or objectivesin spite of the anticipated outcomes not being achieved.

It isessential that providers review each PA request before submission to ensure that it includes the critical
information necessary to support the request in compliance with Wisconsin Medicaid’ s definition of medical necessity
asitisdefined in Wisconsin Administrative Code.

Before submitting a PA request it isimportant that the following questions are considered and answered in the PA
request:

«  What specific results are expected from this intervention?

*  What factors led to the determination that this intervention is necessary?

e What unique skills of atherapist are required to meet the goalsin the plan of care?

» Arethere other, more cost-effective means available to meet the individual’ s needs?

Examples of How “Medically Necessary” is Applied to Prior Authorization Requests

The following information and case examples are offered to illustrate how the standards of “medically necessary,” as
defined in HFS 101.03(96m), Wis. Admin. Code, are applied by Medicaid therapy consultants when adjudicating PA
requests.

HFS 101.03(96m)(a) — Required to prevent, identify or treat a recipient’s illness, injury or disability;

Example 1: Many individuals having the same diagnosis may have certain characteristics in common; however, the
physical expression and functional severity of their conditions can vary greatly. Asaresult, documentation in the PA
request must include amedical diagnosis aswell as a problem statement (treatment diagnosis) related to the medical
diagnosisthat identifies the specific treatment needs of the individual.

For example, physical therapy isrequested for afour-year-old child with spastic diplegic cerebral palsy and agross
motor age equivalency of 44-48 months. A plan of care to address “ continued devel opment of age-appropriate
mobility skills” would not meet the Medicaid application of this standard because no impai rments, functional
limitations, or disabilities have been identified. The reviewer would question how the requested service treats an
illness, injury, or disability. If thetherapist identified tight hamstrings but provided no evidence that hamstring
contractures were causing any functional problems, the same questions remain.

If instead, the physical therapist’ sevaluation identified functional limitationsincluding problemswith climbing, frequent
fallswhen walking from the busto home, or other restrictionsin outdoor mobility dueto tight hamstrings, it may be
appropriate to authorize alimited course of physical therapy (PT). In this case, PT may be necessary to improve
dynamic range of motion and lower extremity strength, to facilitate functional skill acquisition, and to educatethe
recipient/caregivers on a home program including recommendations about when to seek medical attention for
developing problems, such asworsening contractures.

80 wisconsin Medicaid and BadgerCare # July 2003



Appendix 18

(Continued)
Example 2: A nine-year-old is an independent household ambulator and presents with hypotonic trunk muscles. He
has been receiving occupational therapy for the past six months. The new PA request includes continued treatment
strategies of trunk elongation and rib cage mobilization with ongoing goal s of preparing for strengthening/stability
exercises and preventing frequent respiratory infections. No documentation of trunk range of motion, upper body
strength testing, or frequency of respiratory infectionis provided.

Measurable goals reflect treatment that is expected to reduce identified impairments, produce sustained changesin
function, and are necessary to describe how treatment will affect injury, illness, or disability. The medical necessity of
the plan of care would be questioned because no deficits are reported and no evidence is provided to support that soft
tissue mobilization hasresulted or would likely result in any sustainable changein the client’ strunk control or any
improvement in functional performance over time. The PA documentation does not support that a correlation exists
between improving rib cage mobility and decreasing the client’ s susceptibility to respiratory infections. The PA
request would be returned requesting this additional information.

HFS 101.03(96m)(b)1 — Meets the following standards: Is consistent with the recipient’s symptoms, or with
the prevention, diagnosis or treatment of the recipient’s illness, injury or disability;

Example 1: The client is a 35-year-old with cerebral palsy who is seven weeks post ankle fusion. Prior to surgery, she
had been able to ambulate with awalker in her home. The PA reguest includes a PT plan of care to assess and/or
teach transfer skills and evaluate orthotics and equipment needs. This plan of care reflects a situation where episodic
therapy iswarranted to maximize functional capacity following an orthopedic intervention. This PA request would be
approved because it is consistent with treatment of the client’ s recent change in medical condition.

Example 2: A 16-year-old with aremote history of anoxic brain injury isdependent for all activitiesof daily living
(ADLSs). An occupational therapy (OT) PA request is submitted to increase head control at midline from the
recipient’s current level of 3-5 seconds to 5-10 seconds. No progress has been documented in this area following
extensiveintervention to improve head control. When functional limitations persist for long periods and have not been
remediable, compensatory strategies may be more appropriate. The PA request would be returned for additional
information to support the benefit of continued direct treatment for improving head control as an effective or
functional intervention.

>
S
ke,
@
>
2
<

HFS 101.03(96m)(b)2 — Is provided consistent with standards of acceptable quality of care applicable to the
type of service, the type of provider and the setting in which the service is provided;

Example: A PA request for sensory integration therapy is submitted for a nine-year-old with pervasive developmental
disorder. Goalsinclude decreased behavioral outburstsin natural environmentslike anoisy gym or shopping mall,
improved sleeping patterns, and better ahility to “self regulate.” The PA would be returned asking the provider to
explain how skillslearned in therapy would be generalized from the controlled environment of the clinic setting to the
child’ snatural environment(s) of home, school, or community. The Medicaid consultant may further question whether
these issues would be more appropriately addressed by a behavioral therapist or through a consistent behavioral
management home program.

HFS 101.03(96m)(b)3 — Is appropriate with regard to generally accepted standards of medical practice;

Example 1: A PA is submitted with the therapist reporting that an individual is“not testable” or with the majority of
the therapy evaluation obtained from unstructured observation or from other sources. If the treating therapist is unable
toestablishanindividua’ sbaselinefunctional skillsand limitations, it will beimpossibleto later eval uate and document
any changesthat may result from therapeutic intervention. Initiating treatment without performing acomprehensive
assessment that includes baseline measurements of theindividual’ s abilitiesand physical impairmentsis not
appropriate with regard to generally accepted standards of practice. If a problem areais not/cannot be tested during
theinitial evaluation, it should be explained why data could not be obtained and that subsequent PAswill contain
baseline data for reported problem areas as well asinterval progress. This PA would be returned asking for additional
information.
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Appendix 18

(Continued)
Example 2: An occupational therapist working with a child with a history of dysphagia submits a PA request with a
goal for the child to tolerate awider variety of foods. No clinical assessment of the child's oral motor/swallowing skills
or results from aradiological swallow study have been documented to indicate that the proposed oral intake is safe.
The PA request would be returned requesting this additional clinical information to assure that the treatment goals are

appropriate.

HFS 101.03(96m)(b)4 — Is not medically contraindicated with regard to the recipient’s diagnoses, the
recipient’s symptoms or other medically necessary services being provided to the recipient;

Example: An 85-year-old is eight weeks post hip fracture with subsequent open reduction and internal fixation. The
plan of care submitted with the PA includes goals of transferring with assistive device, achieving independence on
stairs, and increasing unilateral weight bearing for improved balance, strength, and endurance while walking. No
weight bearing restrictions or hip precautions are included in the information submitted. In the absence of this standard
medical information, the reviewer may guestion whether the goal s are appropriate (or possibly contraindicated)
depending on the recommended postoperative hip precautions. Also, the requested frequency or intensity of therapy
may beinappropriate depending on the recipient’ sweight bearing status.

HFS 101.03(96m)(b)5 — Is of proven medical value or usefulness and, consistent with s. HFS 107.035, is not
experimental in nature;

In assessing whether a service is experimental in nature, the Department of Health and Family Services shall consider
whether the service is a proven effective treatment for the condition for which it isintended or used, as evidenced by:

e Thecurrent and historical judgment of the medical community (asreflected by medical research, studies, or publications
in peer-reviewed journals).

»  Theextent to which other hedlth insurers provide coverage for the service.

»  Thecurrent judgment of experts or specidistsin the medical areafor which the serviceisto be used.

»  Thejudgment of the Wisconsin Medicaid Medica Audit Committee of the Wisconsin Medical Society or of any other
committee which may be under contract with the department asidentified in Wisconsin Administrative Code.

Thefollowing interventions have been determined to be experimental : Facilitated Communication and Auditory
Integration Therapy. The Wisconsin Medical Society has also determined that electrical stimulation for the treatment
of open wounds can only be applied to Stage |11 or IV decubiti. Prior authorization for continued treatment is
considered only if granulation tissue has formed or a 25% reduction in the affected area has occurred within 45 days
of initiating electrical stimulation. Any PA request for electrical stimulation that falls outside these parametersis
considered unproven and would be denied.

HFS 101.03(96m)(b)6 — Is not duplicative with respect to other services being provided to the recipient;

Example 1: A 78-year-old with adiagnosis of Alzheimer’s disease residesin anursing home that specializesin the
care of Alzheimer patients. The client transfers with moderate assistance and receives PT two times per week for
gait training and to improve transfer skills. The client’ stransfer and ambulation skills have not progressed over the
past month and the nursing staff has been instructed in safe transfer and ambulation techniques. The PT plan of care
recommends continued PT services designed to maintain the client’ s abilities, stating that the client requiresthe skills
of atherapist because she has Alzheimer’s. Caregivers who have been properly instructed by a physical therapist
regarding the client’ s unique set of problems should be skilled in working with this patient. Therefore, this PA request
would be denied because it is duplicative to the client’s maintenance care program.
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(Continued)
Example 2: A child with autism isreceiving intensive behavioral services with treatment goals of improved peer play,
turn taking, sharing, and concentrating on conversation. The OT PA request includes goals for the child to participate
in agroup game following rules with proper sequencing and attention to task. In this case, the requested therapy is not
coordinated with the goalsand activities of all other medical, educational, and vocational disciplinesinvolved withthe
client. The clinical intent of both services appears to be directed toward achieving the same outcome. Therefore, the
PA request would be returned for clarification.

HFS 101.03(96m)(b)7 — Is not solely for the convenience of the recipient, the recipient’s family or a provider;

Example 1: A child with ahistory of traumatic brain injury receives PT services at school during the academic year.
The Individualized Education Program does not include recommendations for Extended School Y ear PT over the
summer months. Physical therapy services are being requested at a community-based clinic during the summer
because, without therapy, the client’s day lacks structured activities. Unless the services being requested require the
professional skills of atherapist, the request may be viewed as an alternative to recreational or other community-
based activities and appears to be submitted solely for convenience.

Example 2: An OT PA request is submitted to provide range of motion and strengthening. The individual has skills
that are sufficient to perform the program at home with supervision or in acommunity or recreational setting. In this
case, the PA would be returned for additional information to explain why the skills of atherapist are required.

HFS 101.03(96m)(b)8 — With respect to prior authorization of a service and to other prospective coverage
determinations made by the department, is cost-effective compared to an alternative medically necessary
service which is reasonably accessible to the recipient; and

Example 1: A physical therapist has requested therapy services three times per week to work on a plan of care that
isfocused on repetition of skillsto build endurance. A PA request for PT services at this frequency would be
modified or denied. It would be more cost-effective for the client to work on building endurance through ahome
exercise program. Modification would allow the therapist to monitor the client’ s progress and to revise the home
program as needed, instead of providing direct therapy to work on repetition of an already achieved skill. Programs
that involve ongoing muscl e strengthening and fitness often involveinstructing the client to carry out activities
independent of assistance or stressing recreational activities that encourage mobility and reinforce functional
movement.
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Example 2: An OT PA request is received to provide range of motion for a client who resides in a nursing home. A
restorative nursing plan isin place and meets the functional needs of thisindividual. The therapy plan of care being
regquested does not include more advanced functional outcomes requiring the skills of atherapist. Occupational
therapy services, in addition to restorative nursing, are not cost-effective and the PA request would be denied.

HFS 101.03(96m)(b)9 — Is the most appropriate supply or level of service that can safely and effectively be
provided to the recipient;

Example: A 10-year-old child with cerebral palsy has received many years of OT. His current level of functional
upper extremity dressing skillsincludes the ability to push hisarm through his sleeve only when the shirt isheld over
his head and the sleeve is held in place for him. No volitional grasp or release is demonstrated. The OT plan of careis
submitted for ongoing direct treatment to improve independent living skills. For thisindividual, it appearsthat he has
reached a plateau, that no functional gainsin upper extremity dressing skills can reasonably be anticipated, and that
compensatory strategies and equipment are the most appropriate level of service that can be effectively provided. The
direct skills of an occupational therapist may no longer be necessary at thistime to maximize hisfunctional
performance. A more appropriate level of service may be provided by an occupational therapist on a consultative
basis to monitor compensatory strategies and equipment and to evaluate further direct OT needs.
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Appendix 18
(Continued)

Relationship of Medical Necessity Definition to Clinical Practice Principles

In conclusion, therapy servicesreimbursed by Wisconsin Medicaid reflect the following principles of clinical therapy
practice:

Anintervention plan should not be based solely on the presence of amedical diagnosis.

Frequency or duration of treatment is determined by rate of change as aresult of therapy, rather than leve of severity.!
Decisionsabout direct serviceintervention are contingent on timely monitoring of patient/client response and progress
made toward achieving the anticipated goals and expected outcomes.?

The need for the service has been determined by the primary caregivers working together on behalf of the individual.
Families/caregiversaffect the prioritiesfor intervention through their direct and proactive participation in thetherapeutic
process and should be encouraged to participatein al treatment decisions.

Interventionisunlikely to promotelasting functional improvementsif theonly opportunity to devel op new skillsoccurs
during sessionswith thetherapist.

Therapeutic intervention strategiesinclude an educational focus and home program that enablesthe family/caregiver
and eventudly theindividual tofacilitate and reinforcelong-termgains.

1 American Occupational Therapy Association (AOTA).

2Guideto Physical Therapy, 2001 American Physical Therapy Association, p. 46.
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Prior Authorization Fax Procedures

Providers may fax prior authorization (PA) requeststo Wisconsin Medicaid at (608) 221-8616. Prior authorization requests
sent to any Wisconsin Medicaid fax number other than (608) 221-8616 may result in processing delays.

When faxing a PA request to Wisconsin Medicaid, providers should be aware of thefollowing:

* Faxing aPA request eliminates one to three days of mail time. However, the adjudication time of the PA request has not
changed. All actions regarding PA requests are made within the time frames outlined in the Prior Authorization section
of theAll-Provider Handbook.

*  Faxed PA requests must be received by 1:00 p.m., otherwise they will be considered as received the following business
day. Faxed PA requests received on Saturday, Sunday, or holidays will be processed on the next business day.

*  After faxing a PA request, providers should not send the original paperwork, such asthe carbon Prior Authorization
Request Form (PA/RF), by mail. Mailing the original paperwork after faxing the PA request will create duplicate PA
requests in the system and may result in adelay of several daysto process the faxed PA request.

*  Providers should not photocopy and reuse the same PA/RF for other requests. When submitting a new request for PA,
it must be submitted on a new PA/RF so that the request is processed under a new PA number. This requirement
applies whether the PA request is submitted by fax or by mail.

*  When resubmitting afaxed PA request, providers are required to resubmit the faxed copy of the PA request, including
attachments, which includesWisconsin Medicaid’s 15-digit internal control number located on thetop half of the PA/RF.
Thiswill dlow the provider to obtain the earliest possible grant date for the PA request (apart from backdating for
retroactive digibility). If any attachments or additiona information that was requested is received without the rest of the
PA request, the information will be returned to the provider.
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*  Whenfaxing information to Wisconsin Medicaid, providers should not reduce the size of the PA/RF to fit on the bottom
half of the cover page. This makes the PA request difficult to read and leaves no space for consultants to write a
response if needed or to sign the request.

* If aphotocopy of the origina PA request and attachmentsis faxed, the provider should make sure these copies are clear
andlegible. If theinformationisnot clear, it will bereturned to the provider.

* Refaxing a PA request before the previous PA request has been returned will create duplicate PA requests and may
resultindelays.

* If theprovider doesnot indicate hisor her fax number, Wisconsin Medicaid will mail the decision back to the provider.

*  Wisconsin Medicaid will attempt to fax the PA request to a provider three times. If unsuccessful, the PA request will be
mailedto theprovider.

Speech and Language Pathology Services Handbook — Prior Authorization ¢ July 2003 85



X
©
c
[
Q
Q
<

86 Wisconsin Medicaid and BadgerCare # July 2003



Glossary of Common Terms

BadgerCare

BadgerCare extends Medicaid coverage through a
Medicaid expansion under Titles XX and X XI to
uninsured children and parentswith incomesat or
below 185% of the federal poverty level and who meet
other program requirements. The goa of BadgerCare
istofill the gap between Medicaid and private
insurance without supplanting or “ crowding out” private
insurance.

BadgerCare benefits are identicd to the benefits and
services covered by Wisconsin Medicaid and

recipients health careisadministered through the same
ddivery system.

CMS

Centers for Medicare and Medicaid Services. An
agency housed within the U.S. Department of Health
and Human Services (DHHS), the CMS administers
Medicare, Medicaid, related quality assurance
programs and other programs. Formerly known asthe
Health Care Financing Administration (HCFA).

DHCF

Divison of Hedlth Care Financing. The DHCF
administers Wisconsin Medicaid for the Department of
Hedlth and Family Services (DHFS) under statutory
provisions, adminigtrativerules, andthe state’s
Medicaid plan. The state’ sMedicaid planisa
comprehensive description of the state’'sMedicaid
program that provides the Centers for Medicare and
Medicaid Services (CMS) and the U.S. Department of
Hedlth and Human Services (DHHS) assurances that
theprogramisadministered in conformity with federal
law and CM Spolicy.

DHFES

Department of Health and Family Services. The
Wisconsin DHFS administersthe Medicaid program.
Itsprimary missionistofoster healthy, self-reliant
individualsand familiesby promoting independenceand
community responsbility; strengthening families,;
encouraging healthy behaviors; protecting vulnerable
children, adults, and families; preventing individua and
socia problems; and providing servicesof valueto
taxpayers.

DHHS

Department of Health and Human Services. The
United States government’s principa agency for
protecting the health of all Americansand providing
essential human services, especialy for thosewho are
least able to help themselves.

The DHHS includes more than 300 programs, covering
awide spectrum of activities, including overseeing
Medicare and Medicaid; medical and socia science
research; preventing outbreak of infectious disease;
assuring food and drug safety; and providing financial
assigtancefor low-incomefamilies.

Emergency services

Those services which are necessary to prevent death
or seriousimpairment of the health of theindividual.
(For the Medicaid managed care definition of
emergency, refer to the Managed Care Guide or the
Medicaid managed care contract.)

EVS

Eligibility Verification System. The EV Sdlows
providersto verify recipient digibility prior to providing
services. Providersmay accessrecipient digibility
information through thefollowing methods:

»  Wisconsin Medicaid’ sAutomated Voice Response
(AVR) system.

e Commercia magnetic stripe card readers.

e Commercia personal computer software or
Internet access.

»  WisconsnMedicaid'sProvider Services(telephone
correspondents).

*  Wisconsin Medicaid s Direct | nformation Access
Linewith Updatesfor Providers (Dia-Up).

Experimental services

According to HFS 107.035, Wis. Admin. Code, a
servicethat isexperimentd in natureisaservice,
procedure, or treatment proved by aparticular provider
which the department has determined under

HFS 107.035, Wis. Admin. Code, not to be aproven
and effective treatment for the condition for whichitis
intended or used.
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Fee-for-service

Thetraditional health care payment system under
which physiciansand other providersreceivea
payment for each unit of service provided rather than a
capitation payment for each recipient.

HCFA

Health Care Financing Administration. Please see the
definition under CMS,

Maximum allowable fee schedule

Alisting of al procedure codesalowed by Wisconsin
Medicaid for aprovider typeand Wisconsin Medicaid's
maximum allowable fee for each procedure code.

Medicaid

Medicaid isajoint federal/state program established in
1965 under Title XIX of the Social Security Act to pay
for medical servicesfor peoplewith disabilities, people
65 years and older, children and their caretakers, and
pregnant women who meet the program's financia
requirements.

The purpose of Wisconsin Medicaidisto provide
reimbursement for and assure the avail ability of
appropriate medical care to persons who meet the
criteriafor Medicaid. Wisconsn Medicaidisaso
known asthe Medical Assistance Program, Title XIX,
or T19.

Medically necessary

According to HFS 101.03(96m), aMedicaid service
thetis:
(a8 Required to prevent, identify or treat a
recipient’sillness, injury or disability; and
(b) Meetsthefollowing standards:

1. Isconsgent with therecipient’s
symptomsor with prevention,
diagnosis or treatment of the
recipient’sillness, injury or disgbility;

2. Isprovided consistent with standards
of acceptable quality of care
applicableto type of service, the
type of provider and the settingin
whichthe serviceisprovided;

3. Isappropriate with regard to
generally accepted standards of
medical practice;
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4. Isnot medicdly contraindicated
with regard to the recipient’s
diagnoses, therecipient’s
symptomsor other medically
necessary services being provided
to therecipient;

5. Isof proven medica vaueor
usefulnessand, consistent with
s. HFS 107.035, is hot experi-
mental in nature;

6. Isnot duplicativewith respect to
other services being provided to the
recipient;

7. Isnot solely for the convenience of
therecipient, therecipient’sfamily
or aprovider;

8. Withrespectto prior authorization
of aservice and to other prospective
coverage determinations made by the
department, is cost-effective
compared to an alternative medically
necessary service which is reasonably
accessible to the recipient; and

9. Isthemost appropriate supply or
level of servicethat can safely and
effectively be provided to the
recipient.

Natural environment

For the Birth to 3 (B-3) Program, natural environment
isdefined in both 34 CFR Part 303 and HFS 90.03(25),
Wis. Admin. Code, as* settings that are natural or
normal for the child's age peers who have no
disability.” Natural environmentsmay includefamily
child care, inclusive child care centers, or other settings
where most of the children do not have disabilities.
Natura environmentsdo not include medical facilities
such astherapy clinics, physician clinics, rehabilitation
agencies, outpatient hospitals, or other center-based
settingswheremost of the children have disabilities.

PA

Prior authorization. Thewritten authorization i ssued by
the Department of Health and Family Services (DHFS)
to aprovider prior to the provision of aservice.



POS

Place of service. A single-digit codethat identifies
where the service was performed.

SOl

Spell of illness. An SOI isadocumented conditionin
which arecipient hasaloss of functiond ability to
performdaily living skills. Thislossof functional ability
can be caused by anew disease, injury, medica
condition, or by increased severity of apre-existing
medica condition. For aconditionto beclassified asa
new SOI, therecipient must display the potential to
reachieve the skill level that he or she had previoudly.

TOS

Typeof service. A single-digit codethat identifiesthe
general category of a procedure code.
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